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ABSTRACT 

This report summarizes the activities of a forum held 
by the Healthy Mothers, Healthy Babies (HMHB) Coalition on maternal 
and child health issues affecting communities of color. Participants 
highlighted their communities' problems related to infant and child 
health, identified critical issues that need to be addressed from 
each community's perspective, proposed broad-based strategies to 
address the problems, and made recommendations. Individual sect ions 
address the needs and concerns of the African-American, Asian and 
Pacific Islander, Hispanic/Latino, and Native American communities. 
The report recommends that: (1) the health care system must recognize 
and respect cultural diversity by including diverse community 
representatives at national, state and local levels; (2) methods of 
data collection and analysis need to be revised to accurately assess 
the health problems of communities of color; (3) the health care 
system must shift its medical focus away from the disease model to 
promotion of health and wellness models; (4) more resources must be 
made available to continue and expand the roundtable process; (5) 
communities of color need national representation by organizations 
willing to advocate on their behalf; and (6) organizations of color 
need to be supported by mainstream national organizations. Two 
appendices provide a directory of model maternal and child health 
programs and a list of HMHB staff and organizational members. 
(MDM) 
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PREFACE 



-Iji car Collea gues. 



The national Healthy Mothers, Healthy Bahics Coalition (HMHB) hopes that you will use this 
report to broaden your understanding of the maternal and child health issues faced hy communities of 
color. Health care professionals and communitv' activists alike can use it to participate in the efforts 
needed to inipnn-e birth outcomes and child health within C(.)mmunities ot color across the nation. 

Here are some suggestions that will help us to reach that goal: 

• Recognize the impact of changing demographics; 

• Acknowledge and respond zo the need for the development of political will and commitment to 
effect change; 

•Seize every opportunity to advtKate for increased funding ror maternal and child health; 

• Make sure organizations established to ser\*e communities reflect the ciMiimunities being served; 

• L(.x>k at your own organizatitms in terms of whether they are culturally competent and can serve 
as role imxiels for ccniimunity and affiliate t)rganizations; 

• Establish recruitment and career devek^pment programs zo increase the numbers ot people ot 
color in decision-making positions within maternal and child health (MCH) organizations; 

• Provide diversity training for managers and vi^lunteer staff of MCH organizations; 

• Help to provide arenas, such as community torums, where ctimmunities ot color can have a collec- 
tive voice, and de\ elop task tcM'ces xo address specific issues; and 

• Devek>p a research agen<.ia around maternal and child health issues within communities ot color- 
As we begin to tnily understand the issues facing our ctmimunities iif color, the next step is to take 
action- We canm^t choc\se to be silent or inactive aKnit the issues facing these communities and still 
hope to make a difference in our nations birth outctMnes. We invite you to work with us to move tor- 
ward in creating inclusive solutions- 



Sincere ly, 

Jan C^hapin ^ C^laudia Morris 

C^hairpersiMi Oiroctor, Initiative tor 

C'lMnmunities ot Color 
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The Healthy Mothers, Healthy Babies Coalition (HMHB) is made up of more than one 
hundred national, professional, voluntary, and governmental i)rgani:atit)ns with a com- 
mon interest in maternal and infant health. The purpose of the Coalition is to foster edu- 
cational effons for pregnant women and new mothers, and their families, throuj^h collaborative 
activities and sharing of information and resources. Its goals are to: 

•Promote public awareness and education in preventive health habits for all pregnant women and 
their families; 

• Develop networks for sharing information amt)ng groups concerned about improving the health of 
mothers and babies; 

•Distribute public education materials on topics related to unproving matenial and child health 
(MCH);and 

•Assist the development of state Healthy Mothers, Healthy Rabies coalitions. 

HMHB's Minority Outreach Initiative, funded by a grant from ^^ietropolitan Life Foundation, 
became active in August 1991 . It was conceived in response to the urgent need to gain ground in 
the battle to reduce infant morbidity, mortality, and low birth weight in commiuiities of color across 
the United States. Through the hiitiative. HMHB is committed to bringing the voices of communi- 
ties of color to the table, listening to issues related lo maternal and child health as defined by them, 
developing a mechanism to include maternal and child health leaders from these communities in 
federal and state planning processes on a consistent basis, supporting and working in collaboration 
with organizations that represent commimitics of color, and providing a m^Klel for other national 
MCH organizations to become culturally competent. 

Unity Through Diversity: the Communities of C^olor Leadership Roundtable was planned and 
carried out under the direction of the HMHB Minority Outreach Initiative. Both it and this result- 
ing publication. Unity Throufih Diversity, are the first step^ in our efforts to become more responsive 
to communities (^.f color. 
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Despite more spending per capita cm 
health care in the United States 
th'jn in any other nation, our health 
care system is failing to ser\'e, effectively, many 
of the nation's communities. In particular it is 
all too often insensitive and ineffectual in 
meeting the health needs of communities of 
color. Perhaps no amount of money could fix 
those problems; instead, the critical needs of 
those communities, as they are self articulated, 
must he addressed. As the composition of the 
United States changes, communities of color 
are experiencing steady growth at the same 
time that they face worsening health problems. 

By now it is well recognized that the United 
States ranks twenty- sec tmd behind other 
imlustriali:ed nations in the number of infants 
who die before the age of one year — but less so 
that a dispropi^rtionatc amount of those deaths 
occur among infants of color. Although 
progress in reducing our infant mortality rate 
has continued for decades, the rate of decline 
slowed in the 1980s and the disparity between 
rates for whites and those for communities of 
color, when they are known, has persisted; 
the mortality rate ft>r African American 
infants remains about twice as high as that 
for white infants. 

The risk of maternal deaths, which result 
from complications of pregnancy, childbirth, 
or the postpartum periotl, is more than three 
times greater for African American women 
and 50% greater for other womt'n of culor 
than for white women. Low birth weight, 
with its attendant risk of infant mortality or 
ItM'jg term disabilities, iKCurs much more trc- 
quenrly in communities t^f ct^lor than in white 
communities.* 



The issues and concerns of communities of 
color all too often go unrecognized when pro- 
grams and ser\'ices for them are being planned. 
Additionally, the available knowledge about 
these communities is grossly generalized. 

Unity Through Diversity*: the Communities 
of Color Leadership Roundtable, marked a dra- 
matic first step in HMHB's efforts to provide a 
forum for communities of color to come 
together to discuss issues of maternal and child 
health from their perspectives. On June 1 7, 
1992, the HMHB's Minority Outreach 
Initiative brought together 20 leaders acti\'e in 
successful efforts to promote maternal and 
child health in their communities. The partici- 
pants represented four broad communities of 
color: the African American, Asian and 
Pacific Islander, Hispanic/Latino, and Native 
American communities. 

Initially, HMHB responded to the sr^me 
critical situation which necessitated its 
Minority Outreach Initiative — the infant mor- 
tality rate and other worsening health indica- 
tors in communities of color — by proposing to 
dex'elop a director^' of mtxJel programs high- 
lighting successful strategies for health promo- 
tion and infant mortality reduction in those 
communities. After serious discussion and 
thought among HMHB B<iard members and 
staff, however, it became clear that more was 
needetl to effect real change. This led to plans 
tn convene the Communities of Color 
Leadership Roundtable which was given the 
theme. Unity Through Diversity. 

Objectives ftir the Roundtable were 
two{t>ld: 1 )tt) provide a fimim for representa- 
tives from communities of color to britig their 
issues ;ind concerns to the table and be heard; 
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and 2)to provide HMHB members and state 
coalitions with direction and strategies to work 
more effectively within communities of color. 

Unity Through Diversity was successful at 
fulfilling both objectives. The roundtahle 
approach encouraged an environment in 
which women and men who are sensitive to 
the issues of those communities most affected 
by infant mortality, low birth weight, ptK>r 
child health, and numerous other health, 
siKial, and economic problems could meet and 
have a meaningful exchange. 

Participants hif,hlighted their communities* 
problems of infant and child health, identified 
critical issues that need to be addressed from 
each community's perspective, proposed 
broad 'based strategies to address the problems, 
and made recommendations to HMHB and 
the mainstream maternal and child health 
community. The resulting perspective is one 
that acknowledges both cultural di\'ersity and 
commonalities, fosters community empower- 
ment, and supports the development of cultur- 
ally competent service deliver>' systems.* 

The message of the Roundtahle participants 
was clear: The existing health care system is 
not meeting the needs of communities of color 
and must be significantly changed. Some of 
the common deficiencies perceived by all 
groups include racism and cultural insensitivi- 
ty, an cn eremphasis (in the disease mcidel of 
medical care and neglect of health and well- 
ness concepts, an absence of riccurate data col- 
lection and analysis, a shortage ot needed 
resources, a crucial need for community 
empowerment and outreach, and a glaring 



need for appropriate, culturally sensitive train- 
ing for health professionals. 

Six major changes in the system have been 
proposed: 

1« Our health care system mvs,{ become one 
that recognizes and respects cultural diversi- 
ty and provides culturally competent ser- 
vices that are community-based. 

2« Current methcxJs of data collection and 
analysis must be assessed and revised to 
accurately capture problems of maternal, 
infant, and child health in communities 
of color. 

3« Our existing health care system must shift 
its medical focus away from the disease 
mcxiel to promotion of health and wellness 
mcxlels of care with respect for traditional 
health practices. 

4. More resources must be made available to 
expand and continue the Roundtahle 
prtKcss and begin developing policy to 
effect change. 

5« Communities of color, all but disenfran- 
chised by the current system, need national 
representation by organizations willing and 
able to advocate on their behalf for program 
and policy expansion. 

6. Organizations serving people of color need 
to be supported by mainstream national 
organizations in their efforts to develop 
linkages with one another and build collec- 
tive support to effect change. 



*A Jcfiimi<m of ;» "tuhunillv c(in>|H.'tcnt" ^vstcm ol'cjirc Ins Km pnA iilal Tvrrs- L. Ooss. B.irKinj J. Biizron. K;ir! W. 
IVntits. ami M.iummi R. Ivmcs m their nuumuniph. TtmmJLs A CiultumllvC'dTn/vd'ru S\\tcm oji'drc (Wasliinj^ton. IX'; 
CliilJ and Adolescent Service System rrDuram. National Institute o\ Mental [health. NH^). They ilestrihc such a system as 
«»ne that "atkn«t\vledues and tiKorpt»r<ites -at all leveU -the nnportanee oi culture, the <«sH'ssiiient of cn»ss-culiural rela- 
tions. vij^ilaiKc towards the dynatntcs tii.it rv^nh t"n»m ciiluital tlifferences, the expannt^n ol cultural knovvledj^c, and the 
adapt. Uion oi services to meet oilturally unique needs." 
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The N'aluable lessons that were learned from 
the Round table are shared in this publication 
in greater detail It is hoped these will be read 
widely within the maternal and child health 
community and used as a resource in develop- 
ing community-based systems of care, ones 
that will make a difference in birth outcomes 
and child health within communities of color. 
A selective directory of successful maternal 
and child health programs in communities of 
color has been included at the end; many of 
these exemplify strategies highlighted by the 
Roundtable participants. 

While welcoming the opportunity to ."^ihare 
information and strategies and to be heard by 
HMHB, the participants urged that the 
Roundtable be viewed as just the beginning of 
a prcKess that should be continued and 
expanded. It must be repeated again and again 
with communities of color across the nation 
until the prcKess of inclusion defines the stan- 
dard for developing health policy and health 
care systems, and must go beyond discussing 
the issues to collaborating on solutions. 

The Year 2000 is fast approaching, and the 
prospect of reaching the nation's health goals 
priKlaimed in He-ilthy People 2000, which 
include reducmg infant morbidity and mortali- 
ty in all of our nation's communities, is becom- 
ing increasingly remote. The urgency of even- 
tually reaching those goals, coupled with our 



knowledge of communities of color as a rapidly 
growing component of the U.S. population, 
make it imperative that the maternal and child 
health community follow a course that is 
responsive to oil communities. 

The questions we must ask ourselves as 
health care professionals are: Where do the 
issues facing communities of color fit into the 
larger picture with respect to maternal and 
child health rograms developed at a national, 
state, or local level.' How can we begin to 
incorporate these issues more effectively? 

In the aftermath of Unity Through 
Diversity: the Communities of Color 
Leadership Roundtable, HMHB has emerged 
with a prtKess that can be replicated to 
demonstrate the impact which communities of 
color can have when they come together to 
solve their own problems. The Roundtable 
itself is a valuable resource, one that can ser\^e 
to provide answers to the crucial health ques- 
tions facing our communities of color. In doing 
so, it affinns the importance of promoting 
diversity in fulfilling human potential. 
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Unity Through Diversity: the Communities of Color LcaJershir RounJt;ihle hroiiuht 
together a unique group of women and men representing four distinct comnumities ot 
color: African Americans. Asians afid Pacific Islanders, HispanicA-^itinos. and Native 
Americans. Together the participants emKxlied considcraWe professional expenisc in maternal and 
child health as well as a shared commitment to improving the quality of care and serv ices to moth- 
ers and children in all their communities. All are dedicated to political activism within the maternal 
and child health community and greater commimities. 

Nominations for the Roundtahle were solicited from HMHR memher organizations and various ' 
national, state, and local organizations that represent people of color. Of some 250 nominations, 
only 20 participants could he selected to participate. The choices were guided by HMHR's desire to 
formulate a mix of participants representing different races and ethnicity as well as a blend ot 
national, state, and local experience, and who would bring to the Roundtahle a v ariety of regional 
concerns. 



Cl-IARON ASETOYER, MA, is execu- 
tive director of the Native 
American Women's Health 
Education Resource Center 
(NAWHERC) on the Yankton 
Sioux Reservation in Lake Andes, 
South Dakota. NAWHERC is the 
first organiration ro he located on a 
resen-ation providing health infor- 
mation, referral services and a 
resource center on educatiim, eco- 
nomic development and land and 
water rights. Ms. Asetoyer develops 
health awareness and prevent i(Mi 
programs on issues such as AIDS 
and fetal alcohol syndrome (FAS). 
She has written several articles .v. 
FAS and now is writing a Kn^k 
on its impact on indigenous 
populations. 

Byklyh Y. Aveky, MEn, is founding 
president of the National Black 
Women's 1 lealth Project in 
Atlanta, which is commuted io 
defining, promoting, and maintain- 




Ms. Asotoyer 



Ms, Av«ry 



r 



ing the physical, mental and emo- 
tional well-being of Atru an 
American wo!nen. ^a^t recipient 
the Mac Arthur Foundatum 
fellowship ti^r S(Kial Contribution 
and the Essence Award for 
(.Community Service, Ms. Aver> has 
been a women's health care activist 
for 20 years. 

A. BesTM Y, MIVA, IS execu- 
tive direct(ir of C^immunity 1 lealth- 
in-Partnersbip Services (Ci HPS) in 
St. Louis, Missouri, an inninative 
health and social service organiza- 
tion providing assessments and 
managed referrals for an indigent 
population. Prior to designing the 
HPS program, Ms. IVntley had 
combined lier skills as a medical 
records adm mitral or, public health 
nurse, and certified nurse practition- 
er, i^y designing and implementing 
; the first adolescent healtli program 
m St. l.tuiis. 



Ms. ••iitUy 
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hlvNM C:. BidlMKN, JK, MA, is 
JiaxtDi- ot ihc IikIkui IVwIopuK'iu 
.»!kI HJiicatKJii.ii AlliaiKc. Inc., in 
Milo C-lty. Moiuana. which pro- 
vkk's M)ci.il. loLjal. hcahh, iinJ cJu- 
tiUiDii sLTviLc.s. Mr. Bighorn has pro- 
vk1c\I pciMiniil. taniilv. M)ci.i!, 
uCLupatu)n<il. .ukI Lvliicarional couiv 
^ehni: i*> N.itivc AiiKTicuis tor m cr 
20 vcars. 

I. A\c ;i 1 1\\ B^NvBi^N. RN. is project 
Jircctiir lit SacreJ C:irclc of Birth, a 
t oiiiiiuuiitV'hasL'J ( )r^anizai ion 
Johwrini,' perinatal seivicc- to the 
iirh.m Natn c AnieruMn coinnuiniiy 
m O.iklanJ, Cahf' NK. Bi>rhon. a 
Nk'Nti:.! Mexican;! (Y<K|ui) troni 
MMitheni Anrona, lias pmviJcJ piih- 
hc heahh servke> ro chiloV.irin^ 
women .inj their t.unihes tor over 
20 N cars. 

Nt.i Mi.MiCji.M . MAJinS. 
MS. IS <."\etiiti\ e \ ice president of 
^^^ppurtunux Systems, hic, in 
W'a.shinuton. IX !. Slie al.sD i.s presi- 
Jeiii ot ilie iv^iLMnizaiion ol Pan 
■Am. Ill .American Women, hic. (I\in 
.Asi.i). .\ nation.il. multi-eilinic 
ui>nien's nrtMniz.ition that advocates 
■ mkI encourages their p.irticipation in 
all aspt'«.ts(tt .American socKtx. 
Ms. Ch.iu works with ciunpaiinuv 
oiu. mirations .icioss tiiecoiintrx to 
UK rease opportunities tor Asian 
r.icitk women. 




Ms. Borbon 




Ms. Chou 




Ms. Crowford 




Ms. Ho 



^1 



Ms. Holmat 
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CjI:(1|U'.ia Cra\VK1RI\ BS, is execu- 
tive director oi the Navajo Nation 
Family Planning C^oiporation in 
WinJtnv Rock, Arizona. She cur- 
rently server on the hoard of the 
National Family Planning and 
Rcpriiductive Health ANNociation 
and is an appointee on the 
Governors Advisory Committee on 
Adolescent Pregnancy in New- 
Mexico. M.S. Oawford has o\ er fif- 
teen \ears experience serving the 
health care needs of the Navajt) 
community. 

M.Ai-M.MQi;oNHo,MS\V, 
ACSW, LCSW, is project coordina- 
tor for Asian Perinatal Advocates in 
San Francisco, an organization .seek- 
ini; the prevention of child ahuNe 
and neglect in A^ian families. She 
ak> is a medical social worker at the 
San Francisco General Hospital, 
providing inpatient .services in tiie 
newho'n nursery, lahor/delivery 
and postpartum ward. Ms. Ho has 
heen active in family support 
training, child welfare, and parent 
education efforts. 

LlNHA jANIiT HOLMKS, MPA, is 
responsihle for developin*^ injury 
prewntion programs for the New 
Jersey iVpartment of Health, 
Oix ision (^f Family Health Serv ice in 
Trenton. A con.sultant for the 
Work! I lealth CVj^anization and for- 
mer faculty memher of the Nur.se 
Midwife Kducational Program at the 
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Unix'cr^ity c-i \k\licinc iiiul 
Dentistry of Now Jersey, M>. Holmes 
is acti\ e with several women's 
health and hirihin^ projects and has 
written extensively on hirrhin^ and 
midwifery issues since ls)7). 

TniDA Kill s is executive director 
of the C!!amK\lian Network 
Council/Canihodian Network 
Development Project in 
Washington, IX!. Ms. Khus has per- 
sonal and professional experience 
working with the C^amKKiian 
American C(>mmunity in retuuee 
resettlement, projjram dest^n, or^a- 
nirational development and grants 
management, ami has receiv ed 
numerous awards tor her ser\Mce. 

Lillian S..Lh\x'. MHn, RD, is the 
project director ot the Southeast 
Asian Health Project in Lon^ 
Beach, Calif., where she directs tour 
major health educatimi proKr^inis 
ser\ in«4 Southeast A'^ians. The pro- 
t;ranis focus on: prenaral/materna! 
health suppi^rt and cultural access, 
health education outreach, anti- 
tohacco Ci^iucatii outreach, and 
parent outreach. Ms. Lew has puh' 
lished and presented extensiv ely on 
such topics as understanding the 
SoutheiLst Asian health consumer, 
women refugee issues, and the 
provision ot culturally sensitiv e 
health care. 




Ms. Khus 




Ms. Pena 




Dr. Raggio 




Dr. Rocco 



Al NL\ SliLIMIHRn PliNA, MA, is the 
Healthy Mothers, Healthy Bahies 
coordinator tor the Arizona 
Department of Health Services. 
Arirona HMHB promotes puhlic 
education to improve maternal aiui 
infant health, and has 14 member 
coalitions throughout the state, 
including those on Native American 
reservations. Ms. Pena has served as 
a manager ot family and community 
protzrams, coalition builder tor multi- 
cultural populatiiMis, community 
oijjanizer, educator, and advocate for 
maternal and child health. 

Tanya P xuan Rac k ho, MD, is 
medical director tor rhe Alma Iller^- 
Medical Center in Pittshurjih, 
Pennsylvania. She also is the 
Executive Director of the Pittshurjzh 
I iealihy Start Project. In the past 
she has been medical director ti^r 
schtu^l districts in Pittsburgh and 
Wilkinsbur^ and for perinatal and 
teenage primarx' health care pro- 
jjrams. She has provided medical 
consultation ti^ health pre ejects and 
health departments and has lectured 
extensively on minc^rity and 
women's health and perinatal issues. 

C!ARNti:N i>i-; LA Ckiv RiXx:o, Ml\ is 

medical director fi^r the Brownsx ille 
Community l iealth C^enter in 
Bnnvnsville, Texas. Slie also is a 
clinical assistant professor ot pedi- 
atrics at the Univ ersity ot Texas 
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lk4odical Branch at C jalwstoii, and 
medical director ot the Ci>innumity 
Oriented Primary* Care Proj^ram 
Association, hic. (COPRIMA), ak> 
in Brownsville. Dr. Rocci> has been 
active in promotinj^ l li.spanic mod- 
icai education. 

DiANH L. Rowley, MO, MPH, is 
deputy hranch cliiet for Pregwancy 
and Infant Health within the 
Centers for Disea.sc C^ontrol, 
Division of Repnxluctive Health. 
She has lead responsibility within 
her division for ctH)rtiinatin^ ami 
condiictinj^ infant mt>rbidity and 
mortality stiulios and providing; tech- 
nical assistance to the states. l>. 
Rowley has published and lectured 
on infant mortality, low birth 
weij^hi, African American women's 
health issues, and race <jnd racism as 
health determinants. 

jLsusJosh (JoH) RiihK\ Jk, PhD, is 
the national director of Chapter 
Pri>Kram Services for tiie March o( 
Dimes Birth l\'fects Foundation in 
White Plains, New York. He pro- 
vides training,' and technical assis- 
tance to ni March of Dimes chap- 
ters to achieve community-based, 
volunteer proj^rams, and is responsi- 
ble for national initiatives such as 
Healthy Start and proj^rams focused 
on priority populations. In the past* 




Dr. Rowley 




Dr. Rubio 



M 



Ms. Thomas 



Dr. Rubio has been founder of ct>m- 
munity-based initiatives to atldress 
prenatal care, access to care, teena^^e 
prej^nancy and maternal and chiKI 
health issues. He is active in 
numerous community and MC^l I 
orj^anizations. 

CYNTHIA A. Smith, MPA, is execu- 
tive director of Northern Plains 
Healthy Start and assistant professor 
of C Community Medicine and Rural 
Health at the University of North 
Daktita School of Medicine in 
Grand Forks, Ntirth Dakt)ta. 
Ntirthern Plains Healthy Start, rep- 
resentinj^ 17 tribes in four states, 
seeks tt) reduce the infant mortality 
rate amonj^ Native Americans by 
tine-half It is the tinly Native 
American demonstration project 
amonji the 1 5 national Healthy 
Start prt)jects. Ms. Smith has 
been active in the provision of 
technical assistance, health staffinj^, 
and tribal health planning to niral 
Communities. 

Jovcr N. Tncnt.xs, RN, MPl 1, PN1\ 
is president and co-founder of the 
Center for Child Protection and 
Family Support, Inc, in Washinj^ton, 
IXl. Former director of the Division 
t)l ( 'hild Protection at C Children's 
l itispital National Medical (Center, 
Ms. Thomas is a nationally and 
iniernationally recoj^nized expert 
on cultural competency and ethnic 
mint>rity concerns in the field of 
victimization. 
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Ho LlX>NtJ Than, Ml), is an inter- 
vcntion specialist tor the Illinois 
Department of Public Health and 
the Centers for Disease Control, 
working to reduce morbidity from 
cervical cancer in hij^h-risk popula- 
tions in Chicaj^o. Formerly an 
attending; physician in pediatrics at 
the Njjfuyen Van Hoc General 
Hospital in Saigon, Dr. Tran has 
been actively involved in imm iterant 
refugee issues. 

HeNKIRTTA ViLLAESClJSA, BSN, RN, 
is executive director of Villacscusa 
Enterprises in Lxs Anj^eles, where 
she provides technical advice and 
consultation in areas such as public 
health administration, health plan- 
ning and analysis, community health 
planning, consumerism, community 
devek)pment, citizen participation, 
and health system dcsij^n, imple- 
mentation and evaluation. Ms. 
Villaescusa has publicly serv ed the 
Offices of Maternal and C>hild 
Health and of Economic 
Opportunity, the Health Ser\*ices 
Administration, and the Agency 
tor International Development, 
and has consulted privately for over 
60 profcssit il and community 
organizations. 
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Sylvia Fhknandhz Villakhal, MD, 
is director of the Early C>hildhood 
Service and Kempe High Risk 
Clinic at San Francisco General 
Hospital, and assistant clinical pro- 
fessor of pediatrics at the University 
of California in San Francisco. The 
Kempc Clinic serves teen mothers 
and their children, chemically 
exposed infants and their mothers, 
and children who fail to thrive. 
Formerly both a W.K. Kellogg 
National Fellow and Robert Wtxxl 
Johnson Scholar, Dr. Villareal has 
concentrated on child health policy 
for p(X)r and minority communities. 
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In convcniiij^ Unity Tlinuit^h niversiry: rht- 
Qniimunitich of C^iiKir Lciulcrship 
RoimdrahlcN ir was impDrranr to MMhlR 
that the concerns each group hnuijiilit to the 
Roundtahle he unJerstoiKl and respected. The 
agenda and tlie proce>s tor tlie RoundtalMe 
reflected these sensiti\ ities. 

Early in the project, it became clear that the 
scope of the Roundtahle had to he broadened 
beyond infant mt^rtality. hiitially, the scope of 
the problem was define^.! accord in<i to the status 
of infant health within each of the four repre- 
sentative communities of cok^r, Witbin the 
Hispanic/Latino and the Asian and Pacific 
Islander communities, hiiwever, infant health 
is often not the maji^r prc^blem. Participants 
from those communities revealed that indica- 
tors of child and adolescent health, such as 
morbidity from measles and (^hcr diseases, teen 
prej^nancy, lack of early prenatal care, and 
more, reflect a truer picture of the status of 
health in their ctMnnuin ities. As a result, the 
scope cif the Rmmtltable was bnnidened to 
include not only infant, but also child healtb.. 

In preparatitMi for the ime-day Roundtable, 
background material and a list i>f discussion 
points were sent to each participant. The dis- 
cussion points asked them to describe the scope 
of the infiint anil child health problems in tbeir 
communities, identify key issues and barriers 
related to the those problem^, describe str.i re- 
gies that wt^rk ro assure healthy babies in their 
communities, and recommend how HMf lB 
can support :iMiimun ities i^f ci^k>r in efforts to 
reduce the incidence oi infant mortality and 
morbidity, low birrb weight, and pour cbild 
health. 



Initially, in planning the Roundtable, 
MMHB lumped to bypas^ detailed discussions of 
the problems of infant and child health in each 
oi the ctniuii unities represented and to concen- 
trate instead on effective service deliver^' 
strategies and other ^olutii^ns. However, while 
the Roundtable process was not new for most 
oi the participants, it was the first time many 
had participated in such a cultundly diverse 
group. As a result, defining the problems from 
the piiint oi view oi each ot the participants 
be<Mme a necessary* first step. It served to famil- 
iarize the part ici pan t^ with the problems faced 
by other conimunities of cokir, opened a dia- 
logue to identity ccimmon issues and concerns, 
and forged the beginning of a productive work 
group relaiii^nship. 

Following introductions, participants broke 
into four separate work groups during the 
morning session, one for each community rep- 
resented. Each group was asked to address the 
series ot discussion points (described above) as 
th ey pertained to their community. During the 
afterntum session each work group reported 
back to the entire Roundtable. The final item 
on the a^end.i was a discussion of crossover 
i^^sues among the four work groups. 

The discussions that occurred in the sepa- 
rate wor'c groups are highlighted within this 
report. There is an o\ er\*iew of the leading 
maternal, mfant, and child health problems as 
presented by each community of cokir, as well 
as the key points o\ discussion that took place 
in e.K-h work group and any specific recom- 
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incnJations that were fUiKlc. While certain 
themes iilenritieJ within eacli ol the \our work 
t^riiups ha\'e much in ccnninon, it \> iinporrant 
to remember that each tzroup had its own par- 
iicular analysis based 011 its hi>ti^rv aiul experi- 
ence in this count r\. Therefore, as a niean^ of 
respectinj» the autonomy ot each J^roup, com- 
mon issues have been presented a> unique con- 
cerns. The reader mav note stMue overlap. 

Also included is a suinm^iry o\ the afternoon 
discuNMon held by the entire j^roup in which, 
crcissvner is'^ucs were reci\uni:ed. Thisdi^cus- 
Mon formed the basis \oy the six major chan}ie> 
th;'t are described in the Executive Summary 
and at the end o( xWi^ report. 

There are additional factotN to keep in mind 
when reading this r>.port. First, while 
Roundtable participants were enciMira^ed to 
express their views fully and frankly, their di^- 



cussioris by no means represent all issues and 
concerns that have an impact on their respec- 
tive ct^nmunities of color. Rather, they reflect 
tb.e interests and emphases of the indi\'iduals 
takinj^ part in the Roundtable. 

Finally, this report represents only the 
beginning of a prticess to dev elop policies that 
are inclusiv e of all communities ot cc^k^r. The 
participants look forward to much additioiial 
work, including further discussion, research, 
and other coalition-buildinj^ activity to build 
a health care system that will adequately meet 
the needs of the many communities i^f infants, 
children, and families in our nation. 
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A C:ULTU RALLY P I V K K S fi ANP H MHIUilNO MAjORITY 



It has been projected that by end of the 
twenty-first century, no one racial or ethnic 
group will comprise a majority in the 
United States ( 1 ). People of color will he the 
majority in 53 of America s largest cities hy the 
year 2000» when one out of every three 
Americans will he cither African American, 
Asian/Pacific Islander, Middle Eastern, or 
Hispanic/buino. By the year 20 JO, experts pre- 
dict that people of color will make up more 
than half of the U.S. population (2). 

The reality of cultural diversity in the 
United States, coupled with pcK)r health status 
in many communities of color, has far-reaching 
economic, pt>litical and social ramifications. 
These ramificatitms demand a commitment 
from t>ur leaders at all levels to address and take 
actitin on the issues raised hy these communi- 
ties with respect tt> their health and well hein^. 
Currently they stniggle with problems such as 
infant mortality, nK)rbidity, low birth weight, 
and ptK>r child health status. Current statistics 
on these health indicators within communities 
of cok)r provide a telling picture of the future of 
our nations health. 

For example, although the mortality rale for 
U.S. infants dropped from 29.2 per one thou- 
sand live births (29.2/1000) to 9.8/1000 
between 1950-^9, striking racial and ethnic 
disparities still exist. In particular, there are 
significant differences between the mortality 
rate for African American babies ( 18.6/1000 



in 1989), Native American babies (13.5/1000 
for the period 1984-86), and white babies 
(8.1/100) in 1989) (3). The low birth weight 
rate for Asian Pacific Islanders is slightly higher 
than the rate for white Americans; significant- 
ly, however, there are insufficient data to deter- 
in me how severe the problems of mortality, 
morbidity and low birth weight are among the 
subpopulations of this group.* The statistics for 
Hispanic/Latino communities reflect similar 
^aps in da tare vea ling high postneonatal mor- 
tality,** low birth weight, and high infant mor- 
tality among the Puerto Rican community. 

Recent studies suggest that we must l(x:)k 
beyond health status and address the causes of 
racial and ethnic disparity and other historical 
and psychosocial issues as well (4). The causes 
of these sobering health indicators are much 
nn)re complex than simply lack of access to ser- 
vices. Each of these communities has had a 
unique experience in a larger culture which 
views them as minorities. 

It is also important to note that communi- 
ties of colcir should not be defined only by their 
problems. Inherent within each culture is a 
Wonderfully distinct complexity and rich 
diversity. 



*Suh|-K»pulatioM ri'fcrsfoati itivK'iitituhli' fr.Ktiou ur miIhIivimou ot ,\ }><»|Mil,uion (k\ tlu* Vu'ttt.mu'sc" -.m- : 
subjx»pul.!lu)ti nt A I ins). 



**roMtH-un.U.il tnnrl.ilify rdrrs tn death ^^\ an u\\.\u\ alter tlu- lirM mnnih (.( Uw 
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Roundtablc participants acknowledged 
shared strenj^thi> and strategies fur survival, 
consisting of the followin^z elements within 
each of the four communities of color repre- 
sented. 

• Each community i^ rooted in cultures that 
respect the earth and i)ur responsibility as 
human heinj;*^ to live in harmony with all 
nature; 

• Each community developed from cultures 
with a deep respect for the divinity and inher 
ent dij^nity of each human being; 

• Each community has cultural traditions of 
and holistic healing which demonstrate a 
respect tor the person and his/her ability to 
heal him/lierself and return to a natural state 
of balance and homeostasis; and 

• Each community has been transplanted, 
albeit by different means, to a nation v. hich 
systematically rejects these notions. (Even 
Native Americans have been transplanted in 
the sense that they have been torn from their 
tribal homelands and moved i>nto reserva- 
tions or into Communities in which they are 
viewed as "the other.") 
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'^cnk group panidpcmts Muded Byliy-j Aivrv. MEJ. tts f^oup 
"ieader. )udy BeniL'y. MBA. lirAi Holm,'<^. MPA. A/rmt 
Pena. MA. uTuiiovcV Thinmis. RN. MPH. RVP. 



Overview 

Infant mortality amoii^ African Americans, at 
more than twice the rate of that for white 
Americans, is unacceprahly hi^h. Their inci- 
dence of low birth weight follows a similar 
trend, affecting 13.5 percent of births tti 
African American women versus 5.7 percent of 
binhs to white women in 1989 (5). Despite the 
steady decrease in rates \ot both ^rtuips over 
the past three decades, the documeiited gap in 
infant morbidity and mortality rates for the two 
communities has remained virtually unchanged. 
The largest community of coK^r represented at 
the Roundrable, African Americans account 
for 12.1 percent ot the U.S. pt^pulatiim. 

The African American wi^rk grmip attrib- 
uted poor birth cuitcmiies for African Americ.in 
women to sucli factors as high rates i^f teenage 
pregnancy, lack of early prenatal care, Miioking, 
diabetes, and maternal alci^hi^l and drug abuse. 
The group recognized tliat disparities in health 



status will not diminish unless maternal and 
child health care systems begin to Kxik beyond 
the surface and address siKii^economic factc)rs 
and psychosocial issues asstKiated with the 
African American community that lead to 
high-risk health conditions and behaviors. The 
group views community and political empower- 
ment iis the paramount strateg>' to address 
tliese underlying problems; such empowenneni 
can be achie\'ed through greater use and fund- 
ing of community-based organizations for deliv- 
ering health care, an increase in African 
Anu^rican providers, and an emphasis on cub 
rural competency both in the organizations 
that deliver health care and in liie maternal 
and child health leadership structure. 

Points of Discussion 

Racism. It was the consensus of the African 
American work group that racism remains a 
part of the fabric of American sixiety and that 
it per\ ades ev ery major institution, including 
churches, schools, ctuirts, prisons, and health 
care facilities. Racism has had a particular 
impact on the health care system, in the view 
of the group, and has significantly reduced 
African Americans' access to care (ic, the 
availability, accessibility, and acceptability of 
services), and medical education. Perhaps as a 
result, iieaith statistics reflect that the African 
American community as a whole has poorer 
health status than that of white Americans. 
This makes the development i>f culturally com- 
petent systems oi care all the more necessary. 

To combat racism and cultural insensitivity 
within the health care system as a whole, the 
gnuip calletl for the t.leveK^pment of culturally 
ciMupetent systems i4 care (refer io Executive 
Sumtnary hu defitiitii^i). The gnnip also called 
lor the deveK>ptiK*nt ot cx^re curri( ula alxuir 
African Atiierican culture m the tnutiitig i)f 
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Tiealth care professional. These would address 
real cultural ditterences and help combat myths 
and stereotypes which interfere with under- 
standing and acceptance. Tlie strengths and 
contributions of African American people and 



communities should be stressed. 

Develofy culturally compe- 
tent systems of care far the African American com- 
munity ajid core curricula that emphasize African 
American culture for health care providers. 




Another pn^Meni is that the number ot 
African Americans who have received a meJ- 
ical or allied health education is low in rela- 
tionship to the health care needs of the African 
American community as a whole. One reason 
may he that the health care industr\' and media 
nave j^iven limited exposure to African 
American pr:^tcssiiMials, resulting in few role 
models available to influence the professional 
choices of African American students. Also, 
African American health pri^fessionaU ofien 
have difficulty securing financing ft^r their edu- 
cation. 

Those African Americans who do heci>mc 
trained as health professionals do mu always 
return to the community. Tlie burden of loan 
repayments makes lower pavinu community 
service positions less .ittn»cii\'e. 
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Wcntoring, Lpxvard 
Baund aiui career clevek)l)meni programs should be 
supported cus necessai^ {xms of identifying^ encour- 
aging, and eixahling African American youths ai\d 
Lidults to become health care pi\)jessini\als; in addi- 
tion, they need better wulerstai\ding of and greater 
access to the VS. Public Health Services Natiomd 
Health Service Corps. 

Finally, increased numbers of African 
Americans need to be recruited as managers of 
community-based orj^anizations and prcwided 
with onuoiniz support in the form of technical 
assistance, career development, and network- 
ing! opportunities. Budget ciMistraints make it 
difficult for them to develop the necessary 
expertise in ,ireas such as fundraisin^ and 
^.levelopmei'it: therefore rarely do they advance 
into the upper echeliMis of maternal and child 
health (Organizations. A combination of men- 
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torinp, executive appointment and cither pro- 
grams is neces^ar\' to break the ^lass ceiling and 
increase the number of African Americans in 
higher salnr\' groups and volunteer leadership 
positions. 

Recruit and ckvelop ongo- 
ing support mcc/ui?ifsm.s for African American jm)- 
gram mamgers to supply them with technical assis- 
tance and career development opportunities. 

Community and Political Empowerment. 

Group participants felt strongly that the collec- 
tive voice t)f the African American community 
has yet to be heard in terms of maternal and 
child health issucb. African Americans are, for 
the most part, not involved in the formal prob- 
lem-soK'ing process; historically, they have not 
been represented by those organizations invited 
to the table where policy decisions are made. 
As a result, African Americans lack the power 
and resources to effect broad-based changes, 
both in their own communities and on a 
natiiMial level. 

Despite this, African Americans are acutely 
aware of the t>ressing health care needs in their 
communities and, more imptirtant, what strate- 
gies work and do not wiu-k. Tlicrct<.)re, as a first 
step tinvards change,the group called for 
empowerment and self-determination among 
African Americans, allowing them to de\'elop 
solutions to heal their invn ciimmunities. 

How are matenial and child health serv ices 
to be designed so that conimimities and in<.li- 
vidual clients are given a sense of empower- 
ment? There was particular agreement wirliin 
the group about the fact thai more communiiy 
based health centers are needed, that such cen- 
ters are the answer to delivering ser\ ices in a 
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manner that doesn't intimidate clients and 
d(^es reinforce their sense of self-worth. The 
political pressure for such centers can be gener- 
ated by African American medical societies 
and professional organizations. 

Seek suppcm within the 
African American leadership structure for commu- 
nity -hosed organizations providing culturally - 
appropriate services to the African American 
community. 

Unfortunately, community -based organ iza- 
tiom face major funding challenges to establish 
innovative programs and to maintain successful 
programs once they are up and amning. Small 
tirganizations have staffing constraints which 
often preclude the devcK^pment of in-house 
expertise; this makes it difficult for them to 
identify funding sources and de\'elop successful 
grant proposals. The lack of technical expertise 
also has a niajtir impact, as do government 
restrictions such as time- limited grants and the 
labor-intensive processes invt^lved in submit- 
ting gnmt applications. 

Increase funding, extend 
fwuling peiiixls, and offer technical assistance 
for community -hosed prirruiry care services in 
programs with established track records of 
providing culturally competent services to 
communities of color. 

Outreoch. Some maternal and child health 
organizations have limited the status and effec- 
tiveness of African American community out- 
reach workers, who are frequently empU^yed in 
low-paying positions with limited responsibility 
and virtually no advancement ti^ management 



levels. Often they are superv ised by niaiustreain 
professitnials with little knovvleJj^e of outreach 
methixis thai are effect iv e in African 
American communit ie.s. 

KcVo^ii:;e and volidLitc the 
crucitJ roJe of community outraich within commu- 
nity -bcuicd matciiuil and child health organizations. 



Access Issues. The group felt that primary- 
health care services zo mothers and infants 
must be extended beyond the first six weeks cu 
tive years of lite, as is current practice. Mothers 
and infants need to be followed after their 
release from the hospital or birthing center. 
Cl iildren need to be assured L^f care throughout 
their growth, and into adulthtxxJ» at least 
through the first 20 years of life. 

Extend coverage of priirui' 
ry hcidth care services beyoiyi infancy or early 
childhood into young adulthood, 

Tlie group laK^led midwifery ser\*ices and 
freestanding birthing centers as vital altema- 
ti\ es lo hospital-based obstetric care from 
physicians. Midwiter\* provides a supportive 
environment that promotes the concept of 
wellness among women and their role in the 
birthing pRKess. In some communities, howev- 
er, midwifery ser\*ices have met with opposition 
from the medical community; in others, the 
scope ot services which mid wives are allowed 
to perform is limited. Moreover, there is a 
shortage of available midv,*ifer>* ser\ ices in the 
African American community. Particularly in 
urban and mral settings with little or no access 
to physicians, these alternatives sht>uld be used. 

h\crease education about 
midwifery and free-standing birthing centei's as 
valid alternative obstevtic approaches. 
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Behavioral ond Environmenioi Foctors. 

The group felr that beUavior and environiueiu 
(eg, alcohol and drug abuse, and violence) and 
their effect upon the mortality and morbidity 
of African Americans are not sufficiently 
addressed by the maternal and child health 
C(.>mmunity. The needs of the community can- 
not be ist>lated from the environment in which 
ser\'ices are delivered and the effects of that 
environment upon its inhabitants. 

Another critical issue identified by the 
group was the inability or unwillingness on 
the part of health professionals to address the 
gender-specific issues of African American 
women, ie, their relationships with significant 
others and with their children, and their child 
care needs. 



Data Collectfon. Tlie group called for M.»lf- 
determination in the design of data collection 
within the African American community. Not 
only is there a lack ot" data with respect to how 
subpc^pulaiions within the African American 
Community (eg, persons from Haiti, the 
Cariblx^an and Central America) differ in 
terms of health practices, beliefs, and conconv 
mitant ser\'ice needs, but researchers' lack ot 
familiarity with the norms and culture ot the 
African American community calls into ques- 
tion much of the data that have been collected 
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Overview 

Asian cind Pacific Islander populations account 
ior 2.9 percent of the U.S. population. They 
appear to ha\ e the nation's lowest infant mor- 
tality rates, ranj^in^ from 4.0 per one rhou.sancJ 
live hirrhs (4-0/1 OGO) amon^ Japanese 
Americans in 1986 to 6.5/1000 amon^» Asians 
other than CJliinese, Japanese or Filipino. 
These rates compare with 8.9/1000 amonj^ 
white Americans and 1 0.4/1 000 amcm^j the 
nation as a whuie (6). 

Because of these figures, many helieve that 
the Asian and Pacific Islander community has 
no maternal and child health problems, hut 
this misrepresents the facts. Rates of low hirth 
weight differ amonp ethnic groups within the 
community. Kit (nerall are higher than those 



among white Americans. Asians have the 
highest proportional mortality due to hirth 
defects. Tlie scope of indicators to define infant 
and child health within this community must 
he broadened to (Uher major h->.alth indicators 
besides infant mortality. 

The impact of such factors as poverty, lack 
of medical insurance, younp age at parity, low 
educational attainment, single mothers, and 
increasing alcohol and drug abuse in the com- 
munity often go ignored. As a result, funders 
and planners of programs and ser\ ices fail to 
consider all of this group's maternal and child 
health needs. There is a particularly high inci- 
dence of infant mortality and low birth weight 
assiKiated with lower incomes and childbearing 
at a younger age. Refugee women lack knowl- 
edge of family planning ser\'ices, and in some 
areas. Southeast Asian refugee women ha\ e 
prenatal care only in the third trimester. 
Southeast Asian refugee children .show a high- 
er prevalence of lead absorption than other 
high-risk groups. 

The National Birth Cohort Study .suggests 
that the underestimation of infant mortality 
rates for Asian i.nd Pacific Islanders ranges 
from 28 percent for Chinese, to 39 percent for 
Japanese, to 51 percent for Filipinos, to 61 per- 
cent for other Asians (7). 

Points of Discussion 
^ Data Collection. Data on the Asian and 
Pacific Islander community do not account for 
its different subpopulations (eg, Vietnamese, 
C>amKxlians, Laotians, Hawaiians, Filipiiios, 
Samoans, Guamaniaris, etc). Researchers also 
(n erlook diftereiices withiri subgroups, such as 
acculturation and education,'^' even though 



*AiLultur.uion ivdctincil .is ihc Liiltunil m<xlitu<moii of .in inJn iJuiil. yrmip.or piMpIr, iluouj^li prolonual .inJ conntuioiis 
iniiT.Kiinn involving inu-rcultur.il cxcli.in«e .uul Kmovvii^j^ irom Jifk-ri-nt cuhurcs. Tlic term js ofioii usc\l wlKn rctcrnnj" to 
M.-i.oni.l wr thirJ'jicncntion imnnynints as op|M)se».l to tlmvc whu arc ticwly amvcJ. 
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impc^rtant distinctions exist hctwocn the 
Americiin-hc^rn A^ian ^^rtiup and now immi- 
grants, \vln)so needs and concerns are vastly dif- 
ferent. As an example, American-horn mem- 
bers of this community usually have mastered 
the Enj»lish langua»^e and to a large extent have 
accepted the Western health care system. 
Ft)reign-hom (^r new immigrants, on the other 
hand, i>ften encounter a language barrier. iVk)st 
of them come to the United States with tradi- 



tional belief> thai may interfere with their 
socking care, such as the belief that health sta- 
tus is predetermined hy fate and therefore the 
individual need not be active in the health 
care process. 

The tendency to lump together available 
data, coupled with the unavailability of data on 
certain subpopulations, are at least in part 
responsible for the myth of the Asian and 
Pacific Islander community as a healthy and 
economically successful 
model minority. 

Cultural issues. Asian and 
Pacific Islanders tend to keep 
problerris to themselves and 
are hesitant tt> demand s^^r- 
vices. This cultural tendency 
makes it difficult to identify 
individual who are in need. 
In addition, many Asians and 
Pacific Islanders continue to 
adhere to traditional health 
practices, such as the use of 
herbal medicines and oint- 
ments, and practices, includ- 
ing coining, a therapy consist- 
ing of rubbing an area of skin 
with a coin to bring heat back 
intt^ the Ixxly. The lack of 
understanding and accep- 
tance of these traditional 
remedies may also contribute 
to reluctance among clients 
in this ctnnm unity to expose 
themselves to Western health 
care practices. 
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Even when sen* ices are available 
to this CDmmunity, cultunil factors 
such as these may impede access and 
result in undenitilization. Oitreach 
and home visitation by trained staH 
could bring ser\'ice.s closer to those 
members i>f the community who are 
at risk, and also help break thnnigh 
the cultural barriers which prevented 
clients from seeking care in the first 
place. 

Increase access 
to pro-ams and services through out- 
reach and home visitation. 

Community Involvement. Greater 
community involvement alsi> can 
help in identifying real needs that lie 
behind these cultural and commiini- 
cations barriers; unfortunately, the 
histimcally low level i>f activism 
found within Asian/Pacific Islander 
communities has contributed to the 
misperceptiim of Asians/Pacific 
Islanders as a mtxlel minority, Tliere 
is a feeling among leaders of this community 
that strategies should be developed to empower 
it to articulate its issues and concerns more 
clearly and effectively, and to make sure that 
its requests fi>r serv ices get the attention they 
deserve. Representatives from the diverse seg- 
ments of the Asian and Pacific Islander com- 
munity should be actively recniited to partici- 
pate in forums addressing maternal and child 
health issues; their input can help to clarify 
issues, put pressure on pi>licy makers, educate 
the public, and facilitate increased funding. 
Coalition building shoukl be undertaken at the 
ItKal, state and national levels. 




An cff(.m shotdd he mide 
to actively reendt members of the Asicm/Pacific 
Islander community to participate in iruitenuil ami 
child health forums ami coaUtion-huilding at 
all li'veh. 

Funding. The absence of refined data alxnit 
this community, coupled with cultural barriers 
that make it difficult to identify needs, perpetu- 
ate the myth that there are m> real problems 
here. Tliis tendency to view the Asian and 
Pacific Islander community as a "nuxlel minori- 
ty** results in a shi>rtage i>f funding for necessary- 
programs. Program initiatives targeted for other 
communities of coK>r arc ci>nsidered inappro- 
priate for Asians and Pacific Islanders; howev- 
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er, data shortages and the narrow focus of 
national maternal and child health initiatives 
on infant mortality make it extremely difficult 
for advocates within this community' to docu- 
ment their grant proposals and petition for ser- 
vices. Those demonstration projects that do 
exist are temporary; rarely are exemplary strate- 
gies and service deli\'ery models incorporated 
into public health ser\'ice initiatives. 

. The federcd government 
should continue to fund deinoristration projects tai- 
lored to the Asian ai^d Pacific Islander community 
and should incorporate exemplary models into the 
public health system. 

Effective Outreach* Language harriers often 
exist between providers and service recipients, 
and staff who can effectively communicate 
with clients are not always available. As a 
result, other staff', such as janitors, sometimes 
are asked to serve as interpreters; this situation 
is highly inappropriate in terms of confidential- 
ity, confidence, trust, and medical infonnation. 

Even when bilingual staff are available, bicul- 
tural staff usually are not. Staff who are sensitive 
to the culairal diversity of thus community are all 
toc^ scarce. As a result, subtle cultural behaviors 
and norms are not understood. 

Train aiid certify armmu- 
nity outreach workers as a Cimpoi\eiu of proi^iding 
health care services to the Asian ai\d Pacific 
Islander c(mmunity. 

Increase Bilingual/Bicultural 
Professional Stoff* Increasing the ptx^l of 
professionals who not only understand the lan^ 
guages spoken in these communities, but also 
understand and respect their cultures, would 
help in reaching populations at risk. One solu- 
tion might be to encourage health care profes- 
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sionals from this community* to return after 
their training, although the lack of perceived 
rewards (income, personal satisfaction) makes 
recruitment difficult. Therefore the group 
stressed the need for a commitment on the part 
of all health care professionals, whether or not 
they are from this community, to provide ser- 
vices in a culturally competent manner as a 
means of gaining the community s trust. This 
calls for a seasitiviry to the existing beliefs and 
values of the Asian and Pacific Islander people. 

Increase (x)oI of hicultur- 
aUhilingiujl health p^vfessioruds avaiLible to this 
community, aiid ciKourage cidtural seiisitivity on 
the pan of all health professionals who serve it . 

National Advocacy* Tlie Asian and Pacific 
Islander community lacks a national advocacy 
group that speaks to their maternal and child 
health issues and concerns. A national advt^a- 
cy organization is needed to dispel the myth of 
mtxjel minority, to increase the awareness of 
this community's diverse subpopulations and 
their related maternal and child health issues, 
and to participate in de\'e loping national policy. 

A national adviKacy 
ffroup for Asiam and Pacific Islaiiders is iieeded to 
bring together die very diverse popidations that 
n\alie up this ammunity ai\d serve as a colLxtive 
voLx on mitcmal aiid chili health issues. 



Worfe group IxmuilKinis induckd Hcnucua 
Vilkmcusa, i3Si\', K\. asjtpc'u/) Uui*.'), Tanyii 
Paf^an Ra^o, \1D, Canntrn (k la Crux Rocai, 
MDJcsusjo^ (Joe) Rtihio, jr. PhD. wvi Sykui 
Fcmaruk : V V/larcai . M f ^ . 




Overview 

The Hispanic/Larini) communiry is heron >^^c- 
ncous: 60,4 percent Mexican Anicrican, 12,2 
percent Puerto Rican American, 4-7 percent 
Cuban, 12.3 percent Central and South 
American (excluding Brazil), and 8.5 percent 
other, according to 1990 census data, (This 
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breakdown does not include Puerto Ricans liv- 
ing in Puerto Rico,) In total, this community of 
color accounts for about 10 percent of the U,S. 
population, 

1 lispanic/Latinti people live predominiinily 
in 10 states throughout the count r\' and are 
represented in all .strata of American society. 
Most Hispanic/Latinos nre bilinj^ual, althtni^h 
>ome speak only Spanish and still feuvr speak 
only Enj^lish. An estimated 7^ percent of all 
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Hispanic/Latino persons in the United Sr.itcs 
were lx)ni here. There are tliouglit to be a sig- 
nificant number of undocumented U.S. resi- 
dents of Hispanic/Latino descent whi) are 
undercounted in U.S. census data. Planninj^ 
services and securing funding tor a pi)pulation 
which has not been counted is challenging. 

The problems surrounding infant and child 
health within this community are complex. On 
paper, the statistics seem reassuring in that the 
infant mortality rate for the Hispanic/Latino 
community is similar to that for white 
Americans, despite a greater incidence of risk 
facti>rs such as poverty and lack t^f insurance. 
This has j»enerated interest in lookinj^ at the 
aspects of this culture that play a positive role 
in birth outcomes. Some t)bservers have sug- 
gested that the rise in infant mortality rates 
amon)4 second j^enerarion Hispanic/Latint) 
persons may point to a cultural influence 
that promotes health and diminisl-.s with 
acculturation. 

Some public health experts feel that the 
Hispanic/Litino inhmt mortality r;ite and per- 
centage of low birth weight babies are underes- 
timated, however, since these numbers do nol 
include undocumented, out-ot-hospital births 
and deaths. Also, while the comnuinity's infant 
mc^rtality rates are considered low as a whole, 
there are higher rates among diftcrent subpopu- 
lations. 

Puerto Rican Americans haw the highest 
infant mi^rtality rate within this group ( 1 1.9 
per 1000 live births, or 1 1 .9/1000 for the period 
1984-86), with low birth wei|.:ht as \\ major 
cause (8). Other problems incKkle high post- 
neonatal mortality and morbidity, low utiliza- 
tion of prenatal services, and high rates of teen 



pregnancy. Tlie health problems within the 
Hispanic/Latino community clearly are more 
serious than what is represented by intant mor- 
tality statistics alone. Additional data based on 
l.wader health indicators must be collected, 
and additional health problems, including 
those extending into childhoixl and early 
adulthood, must he addressed. 

Points of Discussion 

Cultural Strengths and Diversity. The 

HispanicA-atino community is both large and 
extremely complex. It is made up of numerous 
subpopulations with unique aspects, including 
language, behaviors, beliefs, and values. The 
prevailing mt)nolithic approach to delivering 
health services reflects little understanding and 
appreciation for this community as a whole, 
and also fails to recognize the cultural differ- 
ences that exist between subpopulations and 
the impact of acculturation within separate 
subpopulations. 

Different levels of acculturation influence 
approaches to health and nutrition, including 
reliance on folk medicine. They help shape 
lifestyle behaviors (including smoking, drink- 
ing, use of drugs, react it)n za stress), and beliefs, 
such iis spiritualism, Catholicism, or fatalism. 
These differences, while typically not recog- 
nized, all have an impact on health status and 
behavior. Ironically, even though first genera- 
tion Hispanic/Latino immigrants tend to be 
\'iewed as having ptior health habits-a view 
often associated with low econtimic status- they 
probably have better health habits than third 
or fourth generation immigrants. 
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Unfortunately, training of health profession- 
als in the United States, with few exceptions, 
does not include exposure to the 
Hispanic/Latino culture, and doctors, nurses, 
and other health care workers from outside the 
community are ill equipped to ov'ercome prob- 
lems caused by the language barrier combined 
with cultural differences. This means that often 
they are not in a position to utilize the f(.>l low- 
ing cultural strengths that were identified by 
the HispanicA-atino work group as conducix e 
to promoting good health: 

Use of the family model — Family is tremen- 
dously important in this culture, and the 
Hispanic/Latino community is distinguished by 
the traditional strength of the extended family. 
This can have a positive influence on health 
behaviors that affect birth outcomes, including 
nutrition. It is necessary, therefore, to recognize 
and honor the s<k ial support traditions that 
sustain families, and for providers to adopt 



intergenerational approaches that recognize 
the role that other members of her extended 
family (eg, mothers, fathers, grandparents, 
spouses) play in a patient's care. 

Traditionol medicine — The birth process 
(and, indeed, the provision of health care over- 
all) has to incoq\uatc traditional practices if 
providers are to achieve a relationship ot trust 
within this group. Acknowledging traditional 
practices exhibits one aspect of cultural sensi- 
ti\ ity and provides a more complete and com- 
prehensive medical history*, while encouraging 
active participation of the woman in her health 
care. 

When desigimg models of 
health care delivery for the Hispanic I Latino com- 
munity, rely upon reco^ii^iized cultural strengths of 
this population. 
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Data Collection, inadequate data inisroprc- 
sent health problems ot the Hispanic/Latiim 
i.Diniuuiiity and pose a barrier lo obtaining sup- 
jx)rt for improved services. Sev eral factors con- 
tribute to this siluatit)n. 

First* the x alidity of infant mortality data is 
skewed by the large number ot undvicumented 
members of the community who entered this 
country- without going through immigration 
channels. Complicating this problem is the fact 
that cultural norms inhibit the complete 
reporting of spontaneous abortions and infant 
deaths. Border populations witliin this commu- 
nity tend to bur>' their dead infants in Mexico, 
where funerals are cheaper than in the United 
States. This contributes to undercounting, for 
even when such mothers are not documented, 
their infants born here are U,S, citizens and 
therefore their deaths would affect infant mor- 
tality rates. 

Another data collection problem is the 
practice of exiling Hispanic/Latino persons of 
fair complexion as white and those with darker 
complexions as African American, This has 
been particularly problematic on death certifi- 
cates, where a signif icant number of inf ants 
have been given an etlmicity different from 
their parents. 

Furthermore, statistical gaps pertaining to 
maternal and child health data in the 
Hispanic/I-atino community must be filled in. 
The narrow focus on infant mortality as the 
primary indicator of inaternal and child health 
means that other important health indicators, 
such as maternal mortality and child mortality, 
are missed. Morbidity data, also, have been 
scarce to nonexistent within the 
HispanicA-'«itino community. Tracking systems 
are so poor that rates for factors such as birth 
defects remain virtually unknown. 



Broaden health indicators 
to reflect a more comprehensive view that includes 
maternal, infant, atul child morbidity aiid mortali- 
ty, rather than jiist infant maitaUty. 

Finally, existing data collection Uiethixls at 
the kical level do not reflect the complexity of 
the Hispanic/Latino coimnunity. Data collec- 
tion efforts must begin to segment communities 
and account for local conditions, including 
environmental and occupatkmal issues, accul- 
turation, and the various subpopu Unions that 
make up these communities. 

For a tnier picture of the community being 
serx'ed, the work group called for a non- tradi- 
tional method of data collection. A community 
survey could be conducted by trained commu- 
nity members in a non- threatening way; this 
would elicit information from people who are 
not typically responsive to outsiders. As part ot 
this process, community members should be 
consulted to assure that the data collected are 
relevant to their concerns ami that culturally 
appropriate methcKls are used; it is essential 
that data reflect the picture of the entire com- 
munity, including its undiKumented members. 

Use trained community 
niem/HTs to c(nu:/i<ct c()mmima\ SKrvevs to obtain 
datci that are more accurate ami reflective of the 
health status of the HispaniclLatino /)o/>i<icui(m. 
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Empowerment Through Community Base. 

The Hispanic/Latint) ctMiimunity UK)ks to the 
U.S. pubhc health system to meet its health 
care needs; however, it v iews that system as 
deficient in developing the necessary- linkaj^es 
tt) provide rele\'ant services and prt)mt)te 



The ^roup recommended I hat the coninui' 
nity he involved in the development of pro- 
<^ranis under a communiry-hased primary* care 
model. E-xisting ctnumunity-hased nuKlels need 
iv) be suppt)rted and a mechanism to replicate 
these mthJels must he instituted. Health care 
needs mu^t ho as^e^Ned in a culturally sensitive 
manner, with ct)mmunity invoK'ement at all 
lex-el^ of planning, deveKipment, and imple- 
mentatitin. As stated by tine grt^up member, 
"When pet)ple are empowered, other things 
besides health care start to change." 

The process of applying for funds is often 
t<.K> cumbersome for community-based organi- 




health. b\)r the most part, public clinics place 
m) emphasis on community invt^lvement or 
taiU)ring sen-ices to comnuinity needs, even 
though these are crucial strategies for meeting 
the needs o\ this ptipulation. 



ERIC 



zatit^ns for various reastms, including the lack 
of expertise to successfully apply and obtain 
support and inadequate manptuver to both run 
the project effectively and maintain tun^^ling 
levels. For this reason the Mispanic/Latimi 
work grt)up rectMumended that the federal gov- 
eminent and others provide the technical assis- 
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"tance, granrs» and support needed lo build 
effecrive community -based mcxlels. 

They predicted that if community-based pri- 
mary' care and prevention programs are not 
funded, the cost to the federal government will 
increase later. 

Direct federal funding and 
technicai assistance to support the development of 
effective models for commurdty-based organizati(ms 
to deliver health care and other service. 

Shortage of Culturally Appropriate 
Providers. Shortages of culturally competent 
professionals can be addressed in part through a 
mechanism targeted to professionals from other 
countries who have been prevented from prac- 
ticing in the United States due to various 
licensing restrictions. A talented pool of 
Hispanic/latino health professionals is avail- 
able, including physicians, health technicians, 
social workers, nurses, and health educators. 
Unfortunately, many of these trained profes- 
sionals are prevented from practicing in the 
United States due to various licensing restric- 
tions. The group suggested that these providers 
be acrively recruited and assisted with their 
transition inti^ the U.S. health care system. 
This mlKhr include developing programs to 
help them prepare for licensing exams in this 
country and also assisting them with job place- 
ment that makes use of their health care skills. 
These steps broaden access to care for the 
Hispanic/Latino community and provide a cul- 
tural affinnation that is now lacking. 

i Develop profrrams to 

recruit and inaimtream Hispanic/Latino health 
care {yrofessionaLs inu) the US. health care system 
for the specific fmrpose of Irrovidinfi services to the 
Hi$lmniclLatino community . 



In addition, the group noted that 
HispanicA-atino youth, for many reasons, do 
not seek careers as health professionals, and 
recommended funding for the development or 
replication of existing mentor programs. 

Fund and maintain inen- 
tor programs that eru:ourage Hispanic/Latino youth 
to seek careers as health care professionah. 

National Representation. Hispanic/Latino 
people lack representation in health and scKial 
policy formation, both domestically and inter- 
narionally. Often their concerns with regard to 
jobs, housing, and other social issues go 
unheard, even though these factors have a 
direct impact on the health status of their com- 
munity. 

Another crucial issue is that of frinding nec- 
essary services to this community based on its 
actual numbers, for which data are now scarce. 
Service delivery needs to be rcxited in reality, 
ie, the demand for ser\ices should be gauged by 
the number of people who present for services, 
and not by the fictional picture presented by 
statistics. 

Fund and provide needed 
services for the Hispanic/Latino community based 
on demand, regardless of immigration status (ie, 
documented or undocumented) . 
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Overview 

Native Americans comprise nearly 1 percent o( 
the U.S. population (0.8 percent). Whether 
living on or i^ff the reser\'ation, they experience 
severe maternal and child health prohlems, 
even though their infant mortality rate, at ^>.7 
per one thousand live hirths (9.7/1000) in . 



1984-iS6, was lower than the narional a\ era<ie 
of 10.6/1000. Tliis rate masks substantial differ- 
ences between Alaskan Nati\ es. whi)se infant 
mortality rate was 14.6/1000 in 1985, and 
American hidians, whose rate was 9.3/1000. 
Moreover, these data from U.S. Vital Statistics 
are thought to be underestimated. Results from 
the 1983 Natit>nal Birth C'ohort Study su<i^est 
that the infant mt)rtality rate for Nati\ e 
Americans may be underestimated by as much 
as 26 percent (9). 

Postneonatal deaths are of concern and 
result from a hij^h incidence of sudden infant 
death .syndrome,* injuries, birth defects, gesta- 
tional diabetes, and fetal alcohi)l syndrome. A 
high adole.scent pregnancy rate combined with 
limited access to and use of prenatal care con- 
tribute to large numbers of low birth weight 
infants. 

Tlie Native American group tended to view 
that community's health problems as directly 
related xo the vestiges of go\ ern mental domi- 
natit>n. benign neglect and broken promises. 
Health issues, they felt, must be viewed within 
the ctintext oi cultural, political, econtimic and 
spiritual t>ppres.sion to which tribal nations 
have been subjected for the past 500 years and 
to which they continue to be subjected. 

Points of Discussion 
Barriers to Care. Historically, Native 
Americans have had a legal right to health care 
through treaty arrangements with the fedenil 
government. Ttxlay most Native Americans 
consider the federal Indian Health Service 
(IHS) to be their primary health care provider, 
although these services have not been mandat- 
ed by C^ongress as an entitlement prt»gram.** 



*SuJJcn tntant Joaili vyiidrDme, or Sll is the mi-AIch death < it <in tntant umlcr »mi* year o\ auo for vvhic h the caiiM- retivntis ntu x- 
plaincj after acntnpleie |\)>t-ni(»riein ex.munalmn. inclitvlin.u .iti investiuatum <i{ the ile.irh scene ativl leviewttt the la^e hi"»ior\. 

**lti IcKtslaiive terms, an entitletnent pn'qr.un ts »)ne for uhuh miHk lent tunJinu ts ;issiireJ to ptiH ule scrvkes ti»i' .til who .ipplv aiul 
are Jeemed eliuilMe. 
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Within recent years, the IHS has tried lo 
centralize services in liKations that are ofi 
rcscrv atiiMis; as a result, siMne Native 
Americans must travel Ic^n^^ distances Xo IHS 
hi^spitaK i^r face usinu more expensive, n^n- 
IHS providers. A scalinj^ hack o( the U.S. 
Puhlic Health Service Q>rps has further 
reduced access lo services. 

Amnher ci>ncern is that II IS service^ tend 
io ho crisis'(^ricnted rather than preventive in 
nature- Native Americans i^ften wait until 
health cimditii>ns have reached life-threaten' 
inj» pri)pi^rtii>ns heli^re seokinu care. Services 
tend to he prm ided paternalistically, with 
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Native Americans having little or no opportu- 
nity to say what care is needed or wanted — as a 
result they feel they lack choices regarding 
their own health. 

Brin^ public and private 
nonlnofit health entities toucher uith community 
jTi'oups to develop systems of care that arc commu- 
nity bdsed, {neventive, and occessibL'. 

Fragmentation and IsolaHon. The Native 
American ciMninunity is extremely isolated, its 
ineinhers out ot touch with one another and* 
p.inicularly K^r those memhers living on reser- 
vations, with outside communities. The effects 
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of poverty, ^co^mphic isolation, p<H>r irans- 
portation, and bureaucratic controls scr\'c to 
keep interaction to a minimum; tliis is true 
lx)th of individuals and organizations represent- 
ing Native Americans. 

Successful strategies arc hcing devel pcd hy 
the Native American community to countenK t 
these effects. Many of these fciiture community 
involvement anil ownersliip in new service ini- 
tiatives-everythinu from needs assessment to 
service delivery*. 



For example, suc- 
cessful nonprofit or^w- 
nizaiions are focusing 
on the deliver^' of 
communit:V''hased, 
rather than office- 
based, services. 
Traditionally, older 
memben> n( the com- 
munity have been con- 
sulted on the needs of 
the community, and 
within the traditional 
"circle of elders," deci- 
sic)ns are reached by 
consensus.* To repli- 
c :te this process, com- 
munity members are 
being asked for feed- 
back on the relative 
success of service ini- 
tiatives and are 
involved in the deci- 
sion-making prcKesses 
of community-based 
organizations. All 
segments o( the 
community are becoming involved, from 
teens to elders. 

Intefrrate into service 
delivery models strate^es that draw from the 
''circle of elders'' concept as well as that of commu- 
nity outreach workers. 

C.oa lit ion -building is another key strategy. 
As one example, the Native Women's 
RepnKluctive Rights Coalition has developed a 
broad agenda, addressing such issues as housing, 



*A 'Virtk- of cLIi tn" >n Ji tiiu'J .IS .1 j^iovip ot ijlilrM'\(M'rKMKcJ. ri'spukil iH'ttplv wuhih .1 Nahvc AmcrKan triK- uim H-rw 
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nutrition, domestic violence and assault, dia- 
hetcs, education, and spiritual and emotional 
needs. Within coalitions of this sort, real 
options can be explored by those most affect- 
ed~includin^ teens, younj^ adults, and the 
elderly-and efforts made xo bridge K^ps in com- 
munication amontj different social service 
providers within a community. 

Another stratcfj^* beinj^ explored at the local 
level is to train ctnmnunity members as com- 
munity outreach workers, who then serve as 
experts and equal members of the health care 
team. These positions demt^istrate an emerj^- 
in^ professionalism and are viewed as honor- 
able and respected by the community. 

Federal and Tribal Bureaucracy. The 

bureaucratic entanglements of the Indian 
Health Sen ice (IHS), the U.S. Public Health 
Ser\'ice, the Bureau of Indian Affairs (BIA). 
and the various tribal mn'ernments are a major 
barrier to access to care and empowerment 
within this commimity. The j,Toup observed 
that the IHS, even thouj^h it dties not take full 
rcsponsibilir>* for the pros' ision of health ser- 
vices to Native Americans, exerts tremendous 
control (H'er the availability of resources tor 
community services. And while numerous 
nonprofit orj^anizations have developed in 
Native American communities to address 
unmet needs, these orj^anizations are often 
thwarted in their attempts to obtain federal 
and foundation funds. 

A significant barrier faced by community- 
based orj^antzations seekinj^ access to federal, 
state, and private foundatit>n fundinjz is the 
need for tribal approval. Because tribal govern- 
ments are political entities accountable to 11 IS 
and/or BIA, community-based orj^anizations 
often find themselves at ixlds with these gov- 
ernments in their eff(»rts to secure fundinj^. 
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Remove pi)liiiad hanicis 
U) cdlow communiiy-hcvicd or^anizcuiinis ureatcr 
access to funding resources. 

Data Collecrion. The practice of combining 
statistics on many different tribes tt)rt.l.it.t col- 
lection purposes seriously distorts the true pic- 
ture of infant morbidity and mort«ility within 
the Native American populati(»n. Addititui.illy. 
Native Americans in urban sc'nin^> arc ultcn 
miscounted as either 1 lispanics or whites. 

Notional Representation. Native 
.Americans currently lack t)p|\)rtunities to net- 
work and share inform.uion aKnit v.avs ot deal- 
inj4 with the deficiencies o their health care 
system. Tlieir opportunities to participate m 
national fi»rums ;iddressin^ maternal and child 
health issues iire limited both by trawl restric- 
tions and by lack of access to meetinK"^; as .» 
result, their issues and concerns often j^o 
unheard. Cjreater national represent.it ion anil 
involvement will help end the isol;aiont)t 
Native American communities from one 
another and from other communities of colter 
that face similar challenj^es. 

Kc/)iv sen tarn vs fn m 
diivrsc Natiiv ATnericaTi conun unifies. triK's. ami 
mtums should he inchuicd in and /v jree to travel 
to miiitnud fimarv^ am inituiuves concermni:^ 
maicrtvil and child health. 
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The message ot the Ri)undtabtc partici- 
pants, voiced both as members ot 
their respective work groups and col- 
Lctively, is clear: The existing health care sys- 
tem is not meeting the needs of communities ot 
cok^r and must he significantly chan^»ed. 

Many of the issues and strategies identitieti 
by the work groups were common and recur- 
ring and revolve around key themes. They 
dealt with inadequacies in the current health 
care system, which the work groups perceived 
as having particular consequences tor ctMumu- 
nitiesof cok^r. Among these ihemes, or inade- 
quacies, are: racism and cultural insensitivity, 
an overemphasis on the disease mixiel of med- 
ical care and neglect of health and wellness 
ccniccpts, an absence o[ accurate data cc^llec- 



tion and analysis, a shortage of needed 
resources, a crucial need for Ci)n\munity 
empowerment and outreach, and a glaring 
need tor appropriate, culturally sensitive train- 
ing f(/r health professionals. 

Once the system is changed, the chances of 
correcting such problems as poor birth out- 
comes and tuher conditions affecting maternal, 
infant, and child health will be greatly 
improved. Six maji)r changes in the system are 
suggested by the discussi<.nis o\ the work groups; 
there follows a discussion of each in greater 
detail. 

1. Our health care system must become one 
that recognizes and respects cultural di\'ersi- 
ty and provides culturally competent ser- 
vices that are ct»mmunity based. 

2. (Current methods of data collection and 
analysis must be assessed and revised t(^ 
accurately capture problems ot maternal, 
iniant, and child health in communities of 
cokir. 

3. Our existing health care system must shift 
its medical tocus away from the disease 
mtxiel to proimuion ot health ami wellness 
models t>t care with respect tor traditimial 
health practices. 

4. More resources must be made available to 
expand and ctmtinue the Roundtable 
process and begin de\ eloping policy to 
effect change. 

5. C'mnmunities ot coK^r, all but disenfran- 
chised by the current system, need naticnvd 
representatii^n by i>rgani:aiions willing and 
able to atlvocate on their behalt (i^r program 
and policy expansion. 



ERIC 



41 



6. Organirntions serving people of color nceJ 
to he supported by mainstrcniii national 
organizations in their efforts to develop link- 
ages with one antither and huild collective 
support to effect change. 

Develop Culturally Competent/ 
Community-Based Systems of Core. 

To he truly responsive, the health care system 
needs to he one that is designed to acknowl- 
edge, respect and incorporate the cultures ot 
the populations served. This is hest accom- 
plished at the ct immunity level, and hy pro\'id- 
ing maximum opportunities for the involve- 
ment ot local residents. Culturally competent, 
communiry- based systems of care will he best 
able to resptind to special needs and ctmcenis 
a^ they occur. 

The hallmark of such systems would be ptili- 
cies and prticedures that were developed by the 
petiple serx'ed. Eligibility criteria, empKiymenr 
practices, data collection methtxiologies, eveii 
how health professitinals are trained — these are 
all areas subject to resident input, determina- 
tion and contRil under a ctimmunity-based sys- 
tem of care. 

Revise Current Methods of Data 
Collection and Analysis. 

Data collection issues were numerous among 
all ot the griHips. Issues ranged from presenting 
data in the aggregate tor ctimmunities ot color, 
which conceals the true problems that exist 
within racial and ethnic groups; to limiting the 
scope ot indicators with which we measure and 
assess problems of mat err.*!, infant, and child 
health aiuimg communities o\ color; to a lack 
ot community representation in the design o\ 




data collection and analysis. Round tabic partic- 
ipants agreed that priorities for communities of 
color need to include training to develop 
expertise in research and data collection. 

Promote the Health and Wellness Model. 

It is clear from the work of the Roundtable that 
each of these communities of color desires to 
approach its maternal and child health needs 
from a health and wellness perspective. 
Roundtable participants repeatedly expressed 
support tor several ctincepts. First, they desire 
that health be viewed in a broader sense, rather 
than tnerely as being free from illness, and that 
the wtiman be examined in the context of her 
family, her culture, her community and the 
larger en\' iron men t. They desire that health 
care pun idcrs respect and value the role of 
wtimen as responsible and active participants 



in the maintenance of their ov/n health; in this 
regard, the health professional hecomes a facili- 
tator in the natural healing pRKCSS. Similarly, 
health care systems should validate and include 
traditional healers and practices in the mainte- 
nance of health and well bein^, such as home- 
opathy and midwifery-.* Finally, participants 
recognized that it is important that there he an 
overall nuturing relationship between the 
woman and her healer, one that includes com- 
mitment, love, caring, and trust. 

Provide Resources To Further the 
Agenda for Communities of Color. 

Underlying a majority of the issues raised at the 
Roundtable is the lack of resources available to 
address the problems c^f maternal and infant 
health in communities of color. These prob- 
lems and the urgency of developing solutions 
must be recognized by our leaders and become 
a national priority, above and beyond the 
broader interest in health care reform that has 
already been aroused. The commitment and 
political will cf our leaders must be backed by 
resources to continue bringing communities of 
cokir to the table through the Roundtable 
process or other mechanisms and together 
wi irking towards solutions and supporting effec- 
tive strategies for change. 



♦H(»mo(»pnthv i*^ i» system <»f im-ilical pMcticc tlui m- its a disease hy tlic .ulinimsinitmn «»t minute doses (»t .i remedy \Um 
wimld. m hc.tltliy ixutpic, prt>duce symptoms o\ the dise.ise Ivitij' treated. 
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^velop Nationally Based Advocacy 
Orgonixotions. 

Roundtable participants talked about the need 
for nationally based advocacy organizations 
devoted to the protection of rights and ser\'ices 
for women and children of color. Organizations 
such as these wc^uld help ensure that communi- 
ties of color are included when determining the 
agenda and priorities for health care reforni. At 
present, these communities lack the political 
voice and clout necessary to support the level 
of change needed to improve maternal, infant, 
and child health problems in their respective 
communities. 

Develop Linkages Among 
Communities of Colon 

The opportunity to voice concerns, define 
problems and issues, exchange success stories 
and build networks and coalitions was wel- 
comed by all Roundtable participants; howev- 
er, it Wi\s clear that more representatives from 
diverse groups and suhpopulations within those 
groups needed to be heard. It was also viewed 
as important that the representatives of com- 



muni ties of color have the opportunity not 
only to come to the table, participate, and he 
heard, hut also that there be an exchange of 
information among these communities them- 
selves. This would provide each group with a 
support system and a way to share information 
which other\\'ise might not reach them. 
Examples of such information sharing would 
include alternative solutions to similar prob- 
lems and both technical and moral support. 
Ultimately, these steps will strengthen the 
Roundtable process from within. Trusting and 
supportive relationships may be formed that 
will help empower each of these distinct com- 
munities of color to speak in an authentic 
voice and achieve its unique objectives in 
maternal, infant, and child health. 
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RECOMMENDATIONS FOR THE HEALTHY MOTHERS. 
HEALTHY BABIES COALITIC^N 



Roundtabic participants, both collec- 
tively and within cultural work 
groups, developed recom -tic ndat ions 
for the national Healthy Mothers, Healthy 
Babies Coalition (HMHB). Their input was 
directed towards securing HMHB's help in pro- 
moting public awareness, developing networks, 
distributing public education materials, and 
developing state coalitions to reduce infant 
mortality and morbidity. The following recom- 
mendations were offered to HMHB coalitions 
at all levels to support their efforts to work 
more effectively within communities of color. 

• Include diverse community representatives at 
national, state and local levels. This applies 
to the different communities of color as well 
as to subgroups within those communities. 

• Advocate and educate within the maternal 
and child health community on behalf of 
communities of color. 

• Become more visible and interact on a 
national level on behalf of these communities. 

• Collaborate with organizations representing 
communities of color as a resource and a 
linkage. 



• Become involved on community-based orga- 
i.ization boards and disbeminate information 
through these boards. 

• Develop a national forum on culturally- 
specific data collection issues. 

• Provide technical assistance to community- 
based organizations in the area of fund raising 
and development. 

• Increase consumer and health professional 
awareness of the contributions of mid wives 
and birthing centers in improving 
health care. 

• Assist communities of color in coalition- 
building efforts and participate in existing 
community coalitions. 

• Ensure that the Roundtable process continues 
and that even more diverse groups are 
brought tt)gether and are heard. 
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Director/ of Model Programs 
Community HeaMi-ln Partnership Sennces (CHIPS) 

2401 N. Grand Avenue. St. Louis, MO 6M06 (^I4)652'92 31 
Contact Phrsc^N: Judy A. IVMulcy. Executwc Direcurr 
Population ServeO: African American 

CHIPS was established to provide health and siKial serx ice assessments and to munage referrals for comprehen 
sive health services (eg. all medical care, dentistry-, and pxliatr> ) for an urban indigent population. An cmpow 
erment model is used to overcome barriers and bottlenecks within the health care system; these are negotiated 
by screening clients to assess their health care needs and by making appropriate referrals to health care 
providers. Professionals and lay volunteers (CHIPS Reps) work with clients and follow up to make sure they 
are receiving appropriate care. Prenatal care is delivered by nurse midwives in federally funded community 
health centers. Women are managed throughout their pregnancies and as long as needed following binh. 

Southeast Asian Health Project (SEAHP) 

411 East lOth Street, Suite 207. Long Beach, CA 908M (310)491-9100 
Contact Person: Lillian S. Lew. Project Director- 
Population Ser\ HI>: Southeast Asian 

Southeast Asian Health Project is a joint x enture of St. Mar>- Medical Center and United Cambodian 
Community, Inc., established to empower Southeast Asian refugees to make appropriate choices regarding 
their own health and well being. Given that fertility rates for Southeast Asian refugees are among the highest 
in the nation, the pritnar^' fiK us has been the provision of prenatal atid matem;il health support serx ices. 
Bilingual workers identify- women in need at temples, churches, language and vcKational trainitig classes, and 
through nome visits, where prenatal patients are taught hygiene, safety, and nutrition in the context of their 
own homes. The health educator, with bilingual translators, teaches culturally appropriate health education 
classes in prenatal nutrition, labor and deliver^-, breastfeeding, infant feeding, parenting skills, child develc^p- 
mem, health and hygiene, infant car seat safety, poison prevention and AIDS education. Bilingual outreach 
workers/translators are used at obstetric clinics and where other medical serx'ices are provided. Wcuk.shops. con 
ferences and talks are held for health care prox iders on Southeast Asian healing practices and beliefs. 

Sacred Circle of Birth 

3124 East 14th Street. Oakland, C:A 94601 (5I0)26M962 
Contact Phrsc^N: I. Angelina [3orK)n, RN. Project Directs 
Popi;lation ServhD: Native American 

Sacred Circle of Birth provides community-based comprehensive perinatal .ser\ icos for the Oaklatid Native 
American com.auniry and promotes the spiritual, physical, atid emotional wellness of the Native American 
family. The be.si of Western leclmological tnedicino is combined with traditiotial values and practices to 
strengthen the families of the comnuinity by validating their right to traditional, .supportive births with dignity-. 
Trusted and respected conmiunity members hax e been trained as community health workers to provide .ser- 
vices: a father of three ami a mother of five are certified childbirth educators who conduct a childbirth prepara- 
tion class; over twenty women have been certified ns Comadres and can provide suppon during birth at the 
hospital; two women are peer breastfeeding ccnmselc^rs; atid four have been certified as community outreach 
workers by a lcx:al community college. The program works in partnership with clients and families while fcKu.s- 
mg on well-documented exi.sting problems such as chemical depetidency during pregtiancy, and late or no pre- 
natal care. 
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The AAotemity Center Teen Program 

Brownsville Community Health Center. 1 1 37 Eibt 22nd Street, Brown^x ille. TX 7S52 1 (512) 548-7400 
Contact Persc^N: Cnnnen Rocco. WW Medical Dirccuyr 
POIVLATION SERVHf^: Hispanic/Luinti 

The Miucmity Center of the Brownsville Community Health Center is an tnit-of-hospiiiil center that empha- 
sizes family centered care and education for its clients. Prenatal, laKu and deliver^', postpartum, and newborn 
care to low-risk women is provided hy certified nurse midwives with oKsietrical and pediatric csmsultation tor 
problems. Nutrition, laboratory', pharmacy, dental and social ^er\■ices are also provided. Pre^^nancy outcomes for 
teenagers are improved throuj^h early prenatal care and education. Teens are followed by a multidisciplinary 
team t>f case managers, nutritionists, six;ial workers, and nurse mid wives, and are encouraged to cooperate and 
bectime involved in their own care. The teen case manager is significanr in providing a thorough psychosticial 
assessment of each teen through counseling sessions and home visits; this helps identify' areas of needed supptirr 
requiring networking with other liKal service agencies. Along with providing comprehensive health scr\ ices \o 
the pregnant teenager, program goals include increasing the teens well-being during and after pregnancy, 
improving her .self-image and self-care, assisting her in learning parenting skills, encouraging her to ctmtituie 
her education, and providing family planning infomiation and referrals to reiiuce unintended pregnancies. 

The Birthing Project 

1810 "S" Street. Sacramento, CA 95814 (916) 442-BABY 
Contact PEKi^c^N: Kathr^n Hall, Executive Dirccun 
Pori L.ATlON SeU'Hix African American 

Tlie Birthing Project is a community-based vi^lunteer organization which has established itself as the restuirce 
for African American maternal and child health in Sacramento. Building upon the inherent strengths within 
the African American community (le, the extended family and the wise woman or "big mamma" concept), the 
pn>ject pairs pregnant wiMnen with a support sister who ftillows them throughout the pregnancy and the first 
year of the childs life. The wimien are provided with direction, emotional support, and education to achieve 
the goal i^f keeping more babies alive and healthy. Linkages are established to assist women in identifying and 
obtaining health and human ser\ ices. On any given day. 200 pairs of women participate in the pn.ject. 

Native American Women's Health Education Resource Center (NAWHRC) 

P.O. B.^x 572. Lake Andes, Sn 57356 (605)487-7072 
Ci^NI.UT I^liRSOS': Chanin Asetoyer. E.wottire Dirccun- 
?OVV\JKT\oS S\l\K\ \l\\ Yankton Sioux Reservatiiui 

Tlie Native American Wi mien's Health Education Resiuirce C 'enter is the first organ izatuin of its kind to be 
located a reservaiimi. NAWHRC piovides health information ;>nd referral services to women and a facility 
where women can address issues of ciMicern to the Native Americin community, such as education, economic 
deveK^pment, and land and water rights. Numenms pn^grams have been deve limped to deal with women's and 
children's health issues. Significant ami wig them are pn^gnuiis on AIDS awareness. Native American ropnxluc- 
tive rights, fetal alcohol svndrome. nutrition educatit^n. ob/w^'* '^t-'lt help. menopau^e. and child development. 
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Mar/s Confer for Maternal and Child Care, Inc. 

1844 Columbia Road. NW, Washington. D.C 20009 (202)483-8196 
Contact Person-. Maria Gomez, Executive Direcurr 
Population Served-. HispanicA-atino 

Mary's Center is a prenatal and pediatric center dedicated to increasing access to comprehensive bilingual care 
for low income, uninsured, pregnant women and their children residing in the District of Columbia. The center 
is located in the heart of the city's Hispanic/Latino neighborhoods and provides a holistic and culturally-sensi- 
tive continuum of care from pregnancy to age 1 3, including prenatal, intrapartum, delivery, and postpartum 
care, family planning and primary care, midwifery, and teen parenting services. Mary's Center views pregn-ancy 
and childbirth as a healthy natural process — reflecting the cultural traditions of the many Central American 
immigrants ser\'ed. Husbands, partners, and families are seen as members of the health care team and are 
encouraged to become involved. Examples of the centers programs include the Para Ti Project which ser\'es 
pregnant adolescents and their families through active outreach to local schools and family life education, and 
First Friends, which has been recognized as a successful resource mother program in the U.S. Commission on 
Infant Mortality's Report to Congress. In First Friends, trained volunteers are paired with first -time or high-risk 
pregnant teens or women to provide support through the pregnancy and the baby's first year, 

Asian Perinafol Advocates (APA) 

1001 Potero Avenue, 6E9, Room 9, San Francisco, CA 94110 (415) 206-5450 
CoNTACr Person-. Mai Mai Quon Ho, Executive Director 
Population Served-. Chinese, Southeast Asian, and Filipino 

Asian Perinatal Advocates is the only hospital-based in-home support program in California specifically ser\'- 
ing high-risk Asian newcomers with newborn infants and children up to two years of age. APA's multidiscipli- 
nary, bilingual, and bicultural team of paraprofessionals provide on-site and in-home visitation, education and 
counseling to address problems of child abuse, lack of parenting skills, cultural shcx:k, mental illness and scKial 
isolation. Through these efforts to promote infant-parent bonding and to prevent abuse and neglect in Asian 
families, APA has screened 2700 clients and assisted more than 600 high-risk families over the past four years. 



Center for Black Women's Wellness/National Black Women's Health Project 

477 Windsor Street, SW, Room 309, Atlanta, OA 303 12 (404) 688-9202 
Contact Person: Cher>'l Boykins, Director 
Population Served-. African American 

The Wellness Center is a communir\'- based, self-help facility serving women in three Atlanta housing projects. 
The Center was established to encourage African American women to be active participants in their health 
care and their lives in general. It offers adult and teen self-help group development, s(x:ial service assessments 
and referrals, and health screenings. Public Housing Outreach was started in 1985 to combat the serious prob- 
lem of teenage pregnancy. In-home support groups ha\'e been formed to encourage girls to postpone bearing 
children until they are capable of raising them. 

The Mom's Project 

434 Massachusetts Avenue. 0-1, Boston. MA 02118 (617) 534-7411 
CoNTACrr Person: Maria Aguiar, Project Mamf^er 
Pc^rULATION SerVEO; African American and Hispanic/Latino 

The MonVs project is a community-based project for the prevention of HIV infection and early interxention 
with women who are using alcohol and other drugs during pregnancy. Women who need ser\ ices arc recruited 
through street and community-based outreach. Counseling, education, suppx^rt groups, and immediate assis- 
tance are provided to assist women through recovery from addiction, violence and abuse; to enhance and sup- 
port responsible parenting skills; and to help them obtain needed ftKxl, clothing, transportation, and baby-sit- 
ting services, 
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Cherish Our Indian Children Project (COICP) 

Healthy Mothers, Healthy Babies, The Montana Coalition 

516 Fuller Avenue, ?,0, Box 876, Helena, MT 59624 (406) 449-861 1 

CONTAcrr PeRx'^N: John Old Elk, Project Direchrr. 

Population Ser\ EI'>: Native American 

Tlirough the Cherish Our Indian Children Project, the Montana HMHB Coalition hopes to reduce the mor- 
tality and morbidity rates among Natix e American infants and children in Montana. To achieN e this goal, with 
a ^ram from the Kello^ Foundation, the COICP is establishing projects on the seven Indian Rescr\'ations in 
Montana, as well as in the seven urban communities in Montana that have Native American centers. 
Objectives include training Native Americans in communiry development and maternal and child health 
issues, as well as pro\'iding comprehensive child and family oriented services. To join, communities must sub- 
mit an application outlining individual community projects and strategies, as well as detailing a proposal ftir 
continued funding after the Kellogg grant subsides. Upon acceptance, the \'arious communities bectime mem- 
bers of the HMHB coalition and the Task Force. 

Some of the Native American tribes in\'olved in the project include: the Blackteet, Crow , Northern 
Cheyenne, Sah'sh, Kix^tenai, Gros Ventre, AssiniKiine, Sioux, and Chippewa-Cree. 

T,H,E, Clinic for Women, Inc. 

i860 West Martin Luther King BiHilevard, Los Angeles. c:A 90308 (2 1 i) 295-6S7 1 

Contact PerSc^N: Sylvii Drew K'ie, Executive Directin 

PoPL LATlON Serx'EI^; Asian American, Hispanic/Latino, African American 

TH.E, (To Help Everyone) Clinic was established in 197? by eight wtimen volunteers to meet the health 
needs of low- income women in the Los Angeles area. Today, the clinic's mission is to pro\'idc quality health 
serx'ices at low cost and raise health awareness by educating people to take an acti\e role in their tmii care. Tlie 
clinic emphasizes the need for culturally sensiti\'e care in its staffing, programs, and community gtials. Currently 
it offers programs in family planning ser\'ices, prenatal care, adult medicine, pediatrics; other features include a 
colposcopy clinic, early interxention with HIV-positive women at early stages of infection, free clinics, health 
education, counseling ser\' ices, and community outreach. Two special programs are targeted directl. at commu- 
nities of color: the Asian Health Project, offering bilingual and bicultural health serx'ices to Japanese, Filipino. 
Tliai. Tongan, and Vietnamese immigrants and refugees, and the Latino Health Project, which pmviiles the 
same kind of services for Latino immigrants and refugees. 





Pothwoys to Understanding: Culturally Sensitive,Coordin<st0d Care for Indian Children with 
Special Health Needs 

Southwest Communication Resources. Inc.. P.O. Box 788. Bernalillo, NM 87004 (505) 867-3396 
Contact Person: RanJi S. Malach. Program Coordinaicrr 
Population Served: Native American 

Pathways to Understanding was created to help improve systems of care for Native American children with 
special needs so that more ser\'ices are community-based, family- centered, and culturally sensitive and respon- 
sive. TTie project ser\'es Native American families on the Pueblo reser\'ation and in surrounding communities 
through a linked, statewide system of case management, as well as through training to increase the effectiveness 
of health care professionals, and technical assistance to projects ser\'ing Native American children in other 
states. 

The Baby Love Program 

Wake City Maternal Health Program, Wake City Department of Health 
10 Sunnybrook Road. Raleigh, NC 27610 (919) 250-4630 
Contact Person: Dorothy Cilenti. Maternal Health Direcurr 
Population Served: Low Income {90% Medicaid, 60% African American) 

The Baby Love Program was established in 1987 to combat North Carolina's high infant mortality rate. The 
program provides health care and suppt^rt ser\'ices for low -income pregnant women and children across the 
state. The key lo the program's success has been Maternity Care Coordinators who are located in virtually all 
ItKal health departments, community and migrant health centers, and in the Cherokee Health Delivery 
System. They provide a link between services and act as professional client adv(.)cates. 

Rural Alabama Pregnancy and Infancy Health Program (RAPIH) 

West Alabama Health Ser\ ices, P.O. Box 71 1. Eutaw. AL V5462 (205) 372-3674 or (205) 372-3281 
Contact PhrsoN: Sandral Hullet. MD, Medical Direcurr 
Mary Browder, Maiatiity Lahnrr Coordinatar 
POPI.'LATION SerX'EH: African American 

The Rural Alabama Pregnancy and Infancy Health Program is a home-visiting program for young African 
American mothers in several of the loweM-income counties of rural western Alabama. Visits are made by a 
team of women lay helpers who are trained and supported by a supervisor with a background in human devel- 
opment. Program participants receive comprehensive prenatal care and are tracked throughout their pregnan- 
cies. Tlie goal of the program is to form a trusting bond that will enable the home visitor to provide emotional 
support and lo encourage the adolescent mt>ther to assume responsibility for her own life. 

Childbearing Center of Morris Heights 

70 W. Bumside Avenue. Bronx. NY 10453-4015 (212) 716-2229 
Contact PhrsoN: Jennifer Dohm 

PiMn.'LATK^N SKR\ hh: African American. Asian American. Hispanic/Latino 

The Childbearing (Jenter of Morris Heights was established in 1988 by the Maternity Centers Association 
through an initial grant from the Kellogg Ftmndation. The Center offers midwifery as a safe alternative to hos- 
pital maternity care in a low- income area ot the Bronx. The Center emphasizes individual care and attention 
in order to ensure a safe and natural birth for the mother and child in a home- like rtH>m. without medication, 
monitors, or doctors. Women have access to a jacuzzi, kitchen, and livmg area, and family and friends are 
encouraged to attend and celebrate the miracle of birth. Tlie Center is staffed by registered nurse midwives and 
social workers. The center also offers prenatal care, nutrition information, support groups, and classes about 
nutrition, breastfeeding, and teenage pregnancy. 
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National Healthy Mothers, Healthy Babies Coalition Directory 

Boord of Directors 1 992-1 993 

Chairperson 
Jan Chapin 

American College of Obstetricians and Gynecologists 

Vice Chairpersc^n 
Mary Thomgren 

National Coalition of Hispanic Health and Human 
Services Organizations (COSSMHO) 

Secretary 
Elizabeth Roeth 

Montana Healthy Mothers, Healthy BcSies Coalition 

Treasurer 
MolUe Jenckes 

Maryland Healthy Mothers, Healthy Babies Coalition 

Jill Fonda Allen 

Center /or Prenatal Evaluation 

National Society of Genetic Counselors 

Judith Bumison 

National Association for Pennatai Addictim Research and Education 
Maureen Corr>' 

March of Dimes Birth Defects Foundation 

Linda Harmon 
ASPOILamaze. Inc, 

Ellen Hutchins 

Office of Maternal and Child HealthlDHHS 
Laura Kavanagh 

National Center /(/r Education in Maternal anri Child Health 

Virginia Kucera 

American Academy of Pediatrics 

Mary Beth Meijer 

Michigan Healthy Mothers, Healthy Babies Coaiition 
Lynn Spec tor 

Bureau of Health Care Delivery and Assistance, DHHS 
Pat Tompkins 

Nationai Black Nurses Association 
Paul Turner 

OnttTS /or Disease Contro/ 
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Organizational Members 

Alan Guttmacher Institute 
Alliance of Genetic Suppt^rt Grmips 
American Academy of Family Physician:* 
American Academy of Pediatric Dcntistn 
American Academy of Pediatrics 
American Association of Dental Schools 

American Association of University Affiliated Programs for Pcr>oii> 

with Developmental Disabilities 
American Association for Maternal and Neonatal Health 
American College of Nu^se'^lid\^•i^e^ 
American College of Obstetricians and GvTiccoloEist^ 
American O^llegc of Occupational Medicine 
American Council for Dnig Education 
American Dental Association 
American Dental Hygienists AsscKiation 
American Dietetic AssuKiation 
American Home Economics Asstxriation 
American Hospital Association 
American Indian Health Care Association 
American Lung Association 
American Medical Association 
American Nurses Association 
American Public Health Asstxriation 
American Red Cross 

American Society* for Dentistrv for Children 
American Society for Psychoprophylaxis in Obstetrics, Lamii:c\ Inc. 
Assoc'^ition for Children with Learning Disabilities 
Association for Retarded Citizeas of the United SirUcs (Tlie ARC) 
Association for the Advancement of Health Education 
Association for the Care of Children's Health 
Association of Junior Leagues 
Association of Maternal and Child Health Programs 
■ A.$sociation of State and Territorial Health Wicials 
Association of Women's Health, Obstetric, and Neonatal Nurses 
Auxiliary to the National Medical Association. Inc. 
The Center for Population Options 
Centers for Disease Control 
Cesarean Prev-ention MiAement 

Cesareans/Support. Education and C'oncern (C7SEC. Inc.) 
Child Welfare League of America 
Children's Defense F nd 
Coalition on Sexuality and Disabilitv 
Council of Regional Networks for Genetics Scr\ ices 
Depression After Delivery 
Future Homemakers of America 
General Federation of Women's (.^liiK 
Head Start 

Health Care Financing Administration 
Health Education AsscKiati(m, Inc. 
International Childbirth Education AsM>ci.ition 
International Lactation CunMilt.int AsMKi.ition 
Kiwanis Intemartonal 
La Leche League Intemation.il 
March of Dimes Birth lVfect«i Found.ition 
Military Family Res^nircc CVntcr 
Midwives Alliance of North Amcru a 
National AssiKiation ft^r Penn.u.il Addictum Resc.ircb -uid 
Education 



National As^Kiiation of Children s Hospitals and Related 
Institutions 

National Ass<.H:i;ition ot Community Health Centers, Inc. 
National Ass<)ciation of Counry Health Otficmls 
National AssiKiation v>f Parents and Profe^Monals for Safe 

Alternatives in Childbirth 
National Ass^Kiation of Pediatric Nurse Ass^Kiiates and 

Practitioners 
National Associatiiin of Perinatal Social Workers 
National As.stH:iation of SiKial Workers 
National Assvxriation of State Boards of Education 
National Asstxriation of WIC Directors 
National Black Nurses AssiKiatioti 
National Catholic Education Asscjciation 
National Center for Clinical Infant Programs (Zeroto Three) 
National Center for Education in Maternal and Child Health 
National Child Nutrition Project 
National G.\ilition Against Domestic Violence 
National Coalition of Hispanic Health and Human Services 

Organizations (COSSMHO) 
National Commission ro Prevent Infant Mortality 
National Council on Alcoholism and Drug Dependence 
National Council of Catholic Women 
Natiimal Council of Jewish Women 
National Dental Association 

National Family Planning and RepnKluctive Health Association 
National Highway Traffic Safety Administmtion 
National Medical AssiKiation 

National Oganiration on Adolescent Pregnancy and Parent mg 
National Pa rent -Teachers Ass<Kiation 
National Perinatal Association 
National Perinatal Infomiation Center 
National SiKiety of Genetic Counselors 
National Urban League 
National Women's Health Network 
Parent Care. Inc. 

Planned Parentlv\>d Federation of American 
Pregnancy and Infant Loss Center 
SiKiety for Adolescent Medicine 
Society for Nutrition Education 
The Salvation Anny 

Tl^e Sudden Infant Death Syndrome Alliance 
Teratology StKiety 
Triplet (^mnection 

Lnited States Department of Agriculture/FiKxI Nutrition 
Service 

United States Department of Agricultiire/HEHN Extension 
Service 

United States Department i>f Agriculture/Science and Educatioti 
I nued States Public 1 leallh Service/Maternal and C^hild Health 
United States Public Health Ser\-ice/Indinn Health Ser\ ice 
United States Public Health Set\ ice/Migrant Health Ser\ ice 
I 'nited States Public 1 lealth ServKc/Offtce ^^\ Minoritv Health 
U.S. Conference ol 1,k,\\ 1 lealth Officers 
Urban Institute 
YMCAof theUSA 
VWCA National l^Mtd 
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Staff 



Ijori Cooper 
Executive Director 

Claudia Morris 

Director, Initiative for Communities of Color 
Lucy Andris 

Director, Immunization Education and Action Committee 
Fannie Fonseca- Becker 

Deputy Director, Baby Friendly Hospital Initiative Feasibility Study 

Leslie Dunne 
Program Associate 

Christine de la Torre 

Program Associate, Immunization Education and Action Committee 

Elizabeth Shaw 
Secretary 

Michelle York 

Secretary, Baby Friendly Hospital Initiative Feasibility Study 

Nichole Johnson 
Intern 

Trina Coleron 
Intern 

Amy Wisnosky 
Intern 
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